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I n t ro d u c t i o n

Dear Reader:

We are very pleased to present the first-ever New Jersey Cancer Facts & Figures 2002, a

co llaborative p roject of the American Ca ncer Society and the New Jersey Dep artment of Health 

and Senior Services. T his docu ment is inten d ed pri marily for consu mers but will also be of

interest to advocates, news orga nizations and po licy - mak ers who seek deta iled, easy - to - read

information abo ut the bu rd en of ca ncer in New Jersey. 

The American Ca ncer Society, Eastern Division, and the New Jersey Dep artment of Health and

Senior Services are committed to seeking reductions in cancer incidence and mortality.

Providing accurate, unbiased information about cancer is a critical responsibility. We are

therefore pleased that New Jersey Ca nc er Facts & Figu res affirms the spirit of collaboration

between our two agencies and raises the bar for available information resources.

T hree decad es after Presid ent Nixon declared war on ca ncer, we have seen major ga ins in the

fight aga inst this disease. In fact, in the early 1990s, we began to see overall declines in ca ncer

mortality rates. T hese ga ins are clearly attributable to imp rovements in preventative measu res ,

su ch as redu ctions in to bacco consu mp tion, early detection and imp roved treatment . Through

e fforts su ch as New Jersey Ca nc er Facts & Figu res , we seek to enha nce our record of cooperation,

so that we may continue to align resources, expertise and capacity to save lives.

New Jersey is the nation’s most dense ly populated state — ho me to 8.5 million people from diverse

backgrounds. But as great as our challenges may be, so too is our commitment to change—we

seek to develop breakthrough strategies to reach those communities needing us most.

T his docu ment, New Jersey Ca nc er Facts & Figu res 2002, was created by public health officials

and pla nners and is pri marily inten d ed to serve the public. In the months fo llowing publication

of this docu ment, we will be eag er to hear your feedback, so that subsequent editions may prove

even more comprehensive and useful. 

Sincerely,

Donald Distasio Clifton R. Lacy, M.D.

Chief Executive Officer Commissioner

American Cancer Society, Eastern Division New Jersey Department of Health and Senior Services



P re f a c e

New Jersey Ca nc er Facts & Figu res 2002 is designed to

p rovide health information abo ut ca ncer. Ca ncer is the

second leading cause of death in the state, and is respon-

sible for nearly one of every four deaths for all age gro ups .

Ca ncer is the nu mber one cause of death for New Jersey

resid ents ag es 35 to 64, rep resenting nearly 34 percent of

the to tal annual deaths for this age gro up .1

T his publication is a co llaborative effort of the America n

Ca ncer Society, Eastern Division and the New Jersey

Dep artment of Health and Senior Services, and is consis-

tent with the mission of the Task Force on Ca ncer

Prevention, Early Detection and Treatment in New Jersey.

Our pu rpose is to provide an overview of the bu rd en of

ca ncer in New Jersey and guide reco mmen dations for

p revention, early detection and quality of life. 

T he American Ca ncer Society is dedicated to eli minating

ca ncer as a major health pro blem by preventing ca ncer,

s aving lives and di minishing suffering from ca ncer

thro u gh research, edu cation, advocacy and service. T he

mission of the Task Force on Ca ncer Prevention, Early

Detection and Treatment in New Jersey is to deve lop ,

reco mmend, advocate and pro mo te an integrated ,

collaborative and multi-disciplinary approach to reduc-

ing incidence, illness and death from cancer.

Bo th orga nizations recognize that ca ncer contro l

p rogra ms sho uld be monitored to ensu re progress in

p revention and early detection, leading to futu re

d eclines in incid ence and mortality. Tog ether, we are

committed to saving more lives. 

State Overview

With a population of nearly 8.5 million—1,100 persons

per square mile — New Jersey is the most dense ly popu-

lated state in the nation. T he Gard en State is ho me to

agricultu re, business and ma nufactu ring. From Jersey

City to Cape May, the state’s historic la n d marks, arts

centers, shore retreats and farmla n ds make the la n dscape

as diverse as the resid ents themse lves. 

According to the 2000 U. S. Census, 73 percent of the

population in New Jersey identify themselves as white,

14 percent black, 13 percent Hisp a nic and 6 percent

Asian/Pacific Islander. About 2.5 percent of the popula-

tion report two or more races. App roxi mate ly 63

percent of adults in New Jersey are high school gradu-

ates; 25 percent are co llege graduates. Altho u gh the

median annual inco me is nearly $48,000, co mp ared

with a U. S. median of $37,000, abo ut 9.3 percent live

be low the poverty level and 12.9 percent live witho ut

any form of health insurance coverage. 



Cancer: Basic Facts

What Is Cancer?
Ca ncer is a gro up of diseases characterized by the uncon-

tro lled growth and sp read of abnormal ce lls. If the sp read

is not contro lled, it can result in death. It is be lieved that

ca ncer is caused by bo th external factors (to bacco ,

chemicals, radiation and infectio us orga nisms) and inter-

nal factors (inherited mutations, hormones, immune

con ditions and mutations that occur from metabo lism) .

Caus al factors may act tog ether or in sequence to initiate

or pro mo te carcinog enesis. Ten or more years often pass

between exposu res or mutations and detectable ca ncer.

Ca ncer is treated by su rg ery, radiation, chemo therapy,

hormones and immuno therapy.

Can Cancer Be Prevented?
T he risk of deve loping most types of ca ncer can be

redu ced by cha ng es in a person’s lifestyle, su ch as quitting

smoking or imp roving nutrition. To bacco use is responsi-

ble for nearly one in five deaths in the United States. In

addition to be ing responsible for 87 percent of lung ca ncer

d eaths, smoking is also associated with ca ncers of the

mo uth, pharynx, larynx, esop hagus, pancreas, uterine /

cervix, kidney and bladd er.2 Scientific evid ence su gg ests

that up to one - third of all the ca ncer deaths expected in

the U. S. in 2002 are re lated to nutrition, phy sical inactivity

and other lifestyle factors. In New Jersey, this wo ul d

acco unt for over 5,900 ca ncer deaths this year.3

So me ca ncers are re lated to infectio us exposu res (i . e . ,

Hep atitis B, HPV, HIV, He lico bacter and others) and co ul d

be prevented thro u gh be havioral cha ng es, vaccines or

a ntibio tics. In addition, ma ny of the 1,800 me la no mas of

the skin that are expected to be diagnosed this year in

New Jersey co uld have been prevented by pro tection fro m

the sun’s ray s .

Ca ncers that can be detected by screening acco unt for

abo ut half of all new ca ncers. Regular screening exa mina-

tions by a health care pro fessional can result in the detec-

tion of ma ny ca ncers at earlier stag es, when treatment is

more lik e ly to be su ccess ful. Se lf - exa minations for ca ncers

of the breast and skin may also result in detection of

tu mors at earlier stag es. Ca ncer strik es men, wo men and

chil dren of all ag es and races. If all of these ca ncers were

diagnosed at an early stage, it is esti mated that the five

year su rvival rate wo uld increase by 13 percent. 

What Are The Costs Of Cancer? 
T he National Institutes of Health esti mated overall costs

for ca ncer in the U. S. in 2001 at $156.7 billion: $56.4 billion

for direct medical costs (to tal of all health expen ditu res) ;

$15.6 billion for in direct mor bidity costs (cost of lost

p rodu ctivity due to illness); and $84.7 billion for in direct

mortality costs (cost of lost produ ctivity due to prematu re

d eath) .3 At an average per capita cost of $560 per U. S. citi-

zen, the overall cost in New Jersey is esti mated to be

nearly $4.7 billion annually.

To bacco costs to our society are best measu red by the

nu mber of people who die or suffer illness each year

because of its use. Annual medical costs of smoking -

re lated issues constitute 6 to 12 percent of America n

personal health expenses .4

Who Is At Risk Of Developing Cancer?
Ca ncer may occur at any age, altho u gh there is an

increased risk with age. Most ca ncers affect adults begin-

ning in middle age. Abo ut 77 percent of all ca ncers are

diagnosed at ag es 55 and older. 

All ca ncers invo lve the malfunction of genes that contro l

ce ll growth and division. Abo ut 5 percent to 10 percent of

ca ncers are hereditary, in which case an inherited gene

p redisposes the person to a very high risk of particular

ca ncers. T he rema in d er of ca ncers result from da mage to

g enes that occu rs thro u gho ut an in dividual’s lifeti me ,

e ither due to internal factors, su ch as hormones or the

dig estion of nutrients within ce lls, or external factors ,

su ch as to bacco, chemicals and sun light .

How Is Cancer Staged?
Staging is the process of describing the extent or sp read of

the disease from the site of origin. Staging is essential in

d etermining the choice of therapy and assessing progno-

sis. A ca ncer’s stage is based on the pri mary tu mor’s size

and location in the body and whether it has sp read to

o ther areas of the body. A nu mber of different staging

sy stems are used to classify tu mors. Su mmary staging (in

situ, local, regional and dista nt) is use ful for descrip tive

and statistical analy sis of tu mor registry data. If ca ncer

ce lls are present on ly in the layer of ce lls where they deve l-

oped and they have not sp read, the stage is in situ. If

ca ncer ce lls have sp read beyond the original layer of

tissue, the ca ncer is invasive .



Table 1: Cancer Incidence and Mortality Rates* and Counts, New Jersey, 1999
I n c i d e n c e

Male Rate Count Rate Count Female
All Sites 6 1 2 . 7 2 2 , 2 4 3 4 5 3 . 5 2 1 , 5 0 2 All Sites

P r o s t a t e 1 8 9 . 1 6 , 9 3 3 1 4 1 . 0 6 , 5 1 2 B r e a s t

Lung & bronchus 8 7 . 0 3 , 1 5 4 5 5 . 7 2 , 7 0 0 Lung & bronchus

Colon & rectum 7 8 . 3 2 , 7 6 7 5 2 . 9 2 , 6 4 5 Colon & rectum

Urinary bladder 4 6 . 6 1 , 6 4 8 3 0 . 1 1 , 3 9 1 Uterine (corpus uterus; uterus NOS)

Non-Hodgkin's lymphomas 2 5 . 3 9 2 9 1 7 . 9 8 6 3 N o n - H o d g k i n ’s lymphomas

Melanomas of the skin 1 9 . 2 7 1 3 1 8 . 2 8 3 5 O v a r y

Kidney & renal pelvis 1 8 . 3 6 7 8 1 1 . 2 5 6 3 P a n c r e a s

L e u k e m i a s 1 5 . 4 5 4 9 1 1 . 2 5 6 1 Urinary bladder

Oral cavity & pharynx 1 4 . 5 5 4 0 1 1 . 5 5 3 1 Melanomas of the skin

S t o m a c h 1 5 . 2 5 3 7 1 1 . 0 4 7 8 T h y r o i d

M o r t a l i t y

Male Rate Count Rate Count Female
All Sites 2 4 9 . 8 8 , 8 6 2 1 7 7 . 4 8 , 9 2 0 All Sites

Lung & bronchus 7 3 . 1 2 , 6 5 4 4 1 . 7 2 , 0 7 4 Lung & bronchus

Colon & rectum 2 6 . 7 9 3 4 2 7 . 5 1 , 3 4 7 Breast 

P r o s t a t e 2 8 . 5 9 3 0 1 9 . 3 1 , 0 0 8 Colon & rectum

Pancreas 1 3 . 3 4 7 1 9 . 9 5 1 2 Pancreas 

Non-Hodgkin's lymphomas 1 0 . 4 3 7 0 9 . 2 4 5 2 Ovary 

L e u k e m i a s 9 . 8 3 3 9 6 . 8 3 5 1 Non-Hodgkin's lymphomas

Urinary bladder 9 . 5 3 2 2 5 . 5 2 7 8 Leukemias 

Stomach 8 . 2 2 9 1 4 . 3 2 2 2 Stomach 

E s o p h a g u s 7 . 6 2 8 2 4 . 4 2 2 2 Uterine (corpus uterus; uterus NOS)

Liver 5 . 9 2 1 7 4 . 1 1 9 5 Brain 

* Rates are per 100,000 persons, age-adjusted to the 2000 U.S. standard population.
Sources: New Jersey State Cancer Registry; New Jersey Center for Health Statistics
Excludes basal and squamous cell skin cancers and in situ cancer except urinary bladder

What Does Cancer Staging Mean?
Local: An invasive maligna nt ca ncer confined entire ly to

the organ of origin. 

Regional: A maligna nt ca ncer that 1) has exten d ed

beyond the li mits of the organ of origin directly into

su rro un ding orga ns or tissues; 2) invo lves regional lymp h

nod es by way of lymp hatic sy stem; or 3) has bo th regional

extension and invo lvement of regional lymph nod es .

Distant: A maligna nt ca ncer that has sp read to parts of

the body remo te from the pri mary tu mor either by direct

extension or by discontinuo us metastasis to dista nt

orga ns, tissues or via the lymp hatic sy stem to dista nt

lymph nod es .

F i g u re 1: Percent of Cancer Cases and Deaths by Site,
New Jersey, 1999 

S o u rces: New Jersey State Cancer Registry; New Jersey Center for Health Statistics



New Jersey Cancer Fact s

Most Common Cancers in New Jersey
Four ca ncer sites acco unt for more than half of New

Jersey’s ca ncer bu rd en (Table 1). Lung and bronchus ,

co lon and rectum, breast, and prostate ca ncers rep resent

56 percent of ca ncer diagnosed among New Jersey resi-

d ents in 1999 (Figu re 1). T hese four ca ncer sites also

acco unted for 50 percent of all New Jersey resid ent ca ncer

d eaths in 1999. T he leading sites of new ca ncers and

d eaths in New Jersey are no ted in Figu re 2.

New Jersey Estimates
How Many New Cancer Cases Are Expected 
To Occur This Year? 
App roxi mate ly 41,100 in dividuals are expected to be diag-

nosed in New Jersey in 2002; 113 new diagnoses each day

( Table 2). In an average week, more than 900 resid ents of

New Jersey are diagnosed with ca ncer.

How Many People Are Expected To Die Of 
Cancer This Year?
In 2002, about 17,800 New Jersey residents are expected

to die of cancer; nearly 50 people a day (Table 2). Cancer

is the second leading cause of death in New Jersey,

exceed ed on ly by heart disease. In an average week ,

more than 340  of the state’s residents die from cancer.

F i g u re 2: Leading Sites of New Cancer Cases and Deaths, New Jersey, 1999
Cancer Cases by Site and Gender Cancer Deaths by Site and Gender

Excludes basal and squamous cell skin cancers and in situ cancer except urinary bladder
Sources: New Jersey State Cancer Registry; New Jersey Center for Health Statistics

Male

Prostate 31%

Lung & bronchus 14%

Colon & rectum 12%

Urinary bladder 7%

N o n - H o d g k i n ’s lymphomas 4%

Melanoma of the skin 3%

Kidney & renal pelvis 3%

Oral cavity & pharynx 2%

Stomach 2%

Leukemias 2%

All Sites
22,243 cases (100%)

Female

Breast 30%

Lung & bronchus 13%

Colon & rectum 12%

Corpus uterus & uterus NOS 7%

Non-Hodgkins lymphomas 4%

Ovary 4%

Pancreas 3%

Urinary bladder 3%

Melanoma of the skin 2%

Thyroid 2%

All Sites
21,502 cases (100%)

Male

Lung & bronchus 30%

Colon & rectum 11%

Prostate 10%

Pancreas 5%

N o n - H o d g k i n ’s lymphoma 4%

Leukemias 4%

Urinary bladder 4%

Stomach 3%

Esophagus 3%

Liver / Intrahepatic bile duct 2%

All Sites
8,862 deaths (100%)

Female

Lung & bronchus 23%

Breast 15%

Colon & rectum 11%

Pancreas 6%

Ovary 5%

N o n - H o d g k i n ’s lymphoma 4%

Leukemias 3%

Corpus uterus & uterus NOS 2%

Stomach 2%

Brain & other 
nervous system 2%

All Sites
8,920 deaths (100%)

Table 2: Estimated New Cancer Cases* and Deaths, New Jersey, 2002 (Top Te n )

Cases

Site New Cases
All Sites 41,100 

Breast (female only) 6,900 

P r o s t a t e 5,700 

Colon & rectum 4,900 

Lung & bronchus 4,900 

Urinary bladder 2,100 

Non-Hodgkin's lymphoma 1,900 

Melanoma of the skin 1,800 

Corpus uterus & uterus NOS 1,600 

L e u k e m i a 1,100 

C e r v i c a l 400 

Deaths

Site Deaths
All Sites 17,800 

Lung & bronchus 4,500 

Colon & rectum 1,900 

Breast (female only) 1,400 

P a n c r e a s 1,000 

P r o s t a t e 900 

Non-Hodgkin's lymphoma 800 

L e u k e m i a 800 

O v a r y 500 

L i v e r 500 

Brain/nervous system 400 

*Excludes basal and squamous cell skin cancers and in situ cancer except urinary bladder
Source: American Cancer Society, 2002



F requently Asked
Q u e s t i o n s

Where Do Reports Of Cancer Cases Come From?
Each ti me a person is diagnosed with ca ncer, the hospi-

tal (s) where that person is diagnosed and/or treated

reports information to the Ca ncer Registry, as required by

law. T he information required by the Ca ncer Registry is

abstracted from each patient’s medical record. Data

abo ut patients with ca ncer are also co llected from radia-

tion treatment centers, patho logy laboratories, ma nag ed

care orga nizations, death certificates and ca ncer

registries in other states. New Jersey resid ents who are

diagnosed and/or treated in other states are also reported

thro u gh recip rocal reporting agreements. It tak es almost

two years for all this information to be reported to the

Ca ncer Registry and processed. 

What Does The Cancer Registry Do 
To Protect Privacy?
All information reported to the Ca ncer Registry is consid-

ered confid ential. Procedu res are in place to pro tect

p atients’ privacy. Access to the registry offices is

restricted. All employees are tra ined in ha n dling confi-

d ential information. Strict po licies are in place regarding

the re lease of data to outside investigators. On ly aggre-

gate data are used in any reports. Statistics for small

g eograp hic areas are on ly re leased when there are eno u gh

cases in the area to guard aga inst revealing confid ential

information abo ut an in dividual. 

What Is Age Adjustment?
One way of exa mining the pattern of health outco mes in

co mmunities of different sizes is to calculate an incid ence

or mortality rate, which is the nu mber of new cases or

d eaths divid ed by the size of the population. In chronic

diseases and inju ries, rates are usually exp ressed in terms

of the nu mber of cases / d eaths per 100,000 people per

year. Epid emio logists use a statistical method called “ag e -

ad justment” to co mp are gro ups of people with different

age co mpositions. Almost all diseases or health outco mes

occur at different rates in different age gro ups. Most

chronic diseases, inclu ding most ca ncers, occur more

o ften among older people. Other outco mes, su ch as ma ny

types of inju ries, occur more often among yo ung er

people. T he age distribution determines what the most

co mmon health pro blems in a co mmunity will be. Ag e

ad justment allows co mp arison among areas regardless of

the ir respective age distribution. Using the 2000 U. S.

sta n dard population in age ad justment allows ag e -

ad justed rates to be closer to the actual, unad justed rate

in the population, compared to using the 1940 or 1970

U. S. sta n dard population. On average, America ns are

living long er and reaching the age where ca ncer and other

chronic diseases beco me more co mmon. 

What Is A Clinical Trial?
In ca ncer research, a clinical trial is a stu dy con du cted to

evaluate new treatment or prevention methods. Each

stu dy is designed to answer scientific questions and to

find new and safer ways to treat ca ncer patients. T he

search for good ca ncer treatment begins with basic

research in laboratory and ani mal stu dies and, if su ccess-

ful, leads to research with patients .

Why Are Clinical Trials Important?
Adva nces in medicine and science result from new id eas

and app ro aches deve loped thro u gh research. New treat-

ments are care fully stu died first in the laboratory.

Patients particip ating in clinical trials provide valuable

information concerning the safety and efficacy of new

treatments or preventive strategies. If proven to be safe

and effective, they are then made ava ilable to all patients .

How Can I Find Out About Clinical Trials?
Most ca ncer clinical trials are fun d ed by the National

Ca ncer Institute thro u gh ca ncer centers or cooperative

networks made up of research institutions, university and

co mmunity hospitals and clinics associated with them .

Information abo ut specific trials can be obta ined by

calling the American Cancer Society at 1.800.ACS.2345

or the National Ca ncer Institute’s Ca ncer Information

Service at 1.800.4.CANCER. Both organizations can also

be reached through their websites at www.cancer.org or

http://cancertrials.nci.nih.gov.



Cancer Risks
Smoking, diet, infectio us diseases, chemicals and radia-

tion cause an esti mated three - quarters of all ca ncer

d eaths in the United States. Environmental factors su ch

as to bacco use, unhealthy diet and phy sical inactivity

have a mu ch greater effect on in dividual ca ncer risks tha n

do trace leve ls of po lluta nts in food, drinking water and air.

Smoking is the most preventable cause of death in our

society. To bacco use is responsible for nearly one in five

d eaths in the United States .3 T hirty percent of all ca ncer

d eaths can be attributed to to bacco. To bacco - re lated

ca ncer risks include to bacco use and exposu re to

secon dhand smoke. Secon dhand smoke, or environmen-

tal to bacco smoke (ETS), conta ins nu mero us hu ma n

carcinog ens for which there is no safe level of exposu re .

App roxi mate ly half of all continuing smok ers die fro m

diseases caused by smoking, most are middle age (35-69)

and lose an average of 20 to 25 years of life expecta ncy.3

Cu rrent information abo ut the prevalence of this risk

be havior is inclu d ed in the section abo ut lung and

bronchus ca ncer.

For the majority of America ns who do not use to bacco

p rodu cts, dietary choices and phy sical activity are the

most importa nt modifiable determina nts of ca ncer risk .5

Nutritional factors acco unt for abo ut one - third of U. S.

ca ncer death s .6, 7 To provide the public with cu rrent ca ncer

p revention information, the American Ca ncer Society

periodically reviews, updates and publishes reco mmen-

dations abo ut nutrition and phy sical activity. T he most

recent American Ca ncer Society reco mmen dations also

su gg est co mmunity action to support be havioral cha ng e .8

Nutrition, Physical Activity and Obesity 
Nutrition Among Adults
Edu cation abo ut the importa nce of diet and phy sical

activity for health can mo tivate schoo ls, worksites and

o ther co mmunity orga nizations to consid er these factors

in health pro mo tion pla nning. While know ledge abo ut

nutrition and health is imp roving, America ns have been

slow to adopt more health ful diets .9 According to the

National Ca ncer Institute’s 5 A Day ca mp a ign, the

percentage of people aware of the need to eat five or more

fruits and veg etables a day increased more than three - fo l d

from 1991 to 1997 (8 percent to 39 percent, respective ly) .10 

American Cancer Society Recommendations for Nutrition and Physical Activity 
1. Eat a variety of healthful foods, with an emphasis on plant sources.

• Eat five or more servings of a variety of vegetables and fruits each day.

• Choose whole grains in preference to processed (refined) grains and sugars.

• Limit your consumption of red meats, especially high-fat and processed meats.

• Choose foods that maintain a healthful weight.

2. Adopt a physically active lifestyle.

• Adults: engage in at least moderate activity for 30 minutes or more on 5 or more days of the week; 45 minutes

or more of moderate to vigorous activity on 5 or more days per week may further enhance reductions in the

risk of breast and colon cancer.

• Children and adolescents: engage in at least 60 minutes per day of moderate to vigorous physical activity at

least 5 days per week.

3. Maintain a healthful weight throughout life.

• Balance caloric intake with physical activity.

• Lose weight if currently overweight or obese.

4. If you drink alcoholic beverages, limit consumption.

Recommendation for Community Action
Public, private and community organizations should work to create social and physical environments that

support the adoption and maintenance of healthful nutrition and physical activity behaviors.

• Increase access to healthful foods in schools, worksites and communities.

• Provide safe, enjoyable and accessible environments for phy sical activity in schoo ls and for tra nsportation and

recreation in communities.



Over the last three decad es, American diets have cha ng ed

toward a pattern which inclu d es more meals away fro m

ho me. T his recent shift, co mbined with greater consu mp-

tion of processed, fast and snack foods mak es it difficult

for ma ny America ns to meet the reco mmen dations for

healthy eating .

Data from the Be havioral Risk Factor Su rve illa nce

Sy stem (BRFSS) 2000 showed that fewer than one in

four adults reported eating five or more servings of

fruits and veg etables per day in more than half of the

U. S. In New Jersey, 27.3 percent of the population

reported eating the recommended number of servings,

which was more than the national median of 23.2

percent. However, almost three-quarters of New Jersey

residents do not follow the 5 A Day guidelines. 

Healthy New Jersey 20101

Objective
• Increase the percentage of persons aged 18 and over eating

at least five daily servings of fruits and vegetables (including
legumes) to 35.0 percent.

Physical Activity Among Adults
Recent evid ence shows that phy sical activity is strongly

associated with redu cing the risk of deve loping co lon and

rectum ca ncer and breast ca ncer. More li mited evid ence

su gg ests that phy sical activity may also decrease the risk

for ca ncer of the pancreas, prostate, en do metrium, ovary

and testicles .1 1 T he American Ca ncer Society reco mmen-

dations for phy sical activity are based on bo th the ro le of

regular phy sical activity in ma inta ining a healthy body

we ight and on other ca ncer prevention effects. 

Recent BRFSS data revealed that slightly more New

Jersey resid ents reported no le isu re ti me phy sical activity

than did U. S. resid ents (28.7 percent vs. 26.6 percent

respective ly). As no ted in Table 3, more New Jersey adults

p articip ated in regular and susta ined phy sical activity

(21.4 percent) than regular and vigoro us activity (14.3

percent). Across the U. S., the percentage of adults

reporting regular and susta ined phy sical activity ra ng ed

from 14.3 percent in Kentu cky to 29.3 percent in the

D istrict of Co lu mbia. T he ra nge for regular and vigoro us

p hy sical activity in the U. S. was from 8.9 percent in

Lo uisia na to 18.3 percent in Monta na .

Table 3: Physical Activity, Adults 18 and Older, 
New Jersey and U.S., 2000 

New Jersey U.S.

No Leisure Time Physical Activity 2 8 . 7 % 2 6 . 6 %

Regular and Sustained Physical Activity* 2 1 . 4 % 2 1 . 9 %

Regular and Vigorous Physical Activity** 1 4 . 3 % 1 4 . 1 %

* At least 5 times per week, 30 minutes or more per session, re g a rdless of intensity
**At least 3 times a week, 20 minutes or more session, 50% or more of capacity
Source: American Cancer Society, 2002

Moderate Physical Activity Examples*

Washing and waxing a car for 45-60 minutes

Washing windows or floors for 45-60 minutes

Playing volleyball for 45 minutes

Playing touch football for 30-45 minutes

Gardening for 30-45 minutes

Wheeling self in wheelchair for 30-40 minutes

Walking 13/4 miles in 35 minutes

Basketball (shooting baskets) for 30 minutes

Bicycling for 5 miles in 30 minutes

Dancing fast (social) for 30 minutes

Pushing a stroller 11/2 miles in 30 minutes

Raking leaves for 30 minutes

Walking 2 miles in 30 minutes (15 minutes per mile)

Water aerobics for 30 minutes

Swimming laps for 20 minutes

Wheelchair basketball for 20 minutes

Basketball (playing a game) for 15-20 minutes

Bicycling 4 miles in 15 minutes

Jumping rope for 15 minutes

Running 11/2 miles in 15 minutes (10 minutes per mile)

Shoveling snow for 15 minutes

Stairwalking for 15 minutes

To achieve the American Cancer Society physical
activity guidelines, adults may choose to do a
variety of activities. Some examples from the table
above include:

1) Bicycle 5 miles in 30 minutes

2) Walk 2 miles in 30 minutes and run 11/2 miles in 15 minutes

3) Garden for 30 minutes

4) Play volleyball for 45 minutes

*The amount of physical activity is influenced by its duration, intensity and
frequency. The same amount of activity can be obtained in longer sessions
of moderately intense activities (such as brisk walking) or in shorter
sessions of more strenuous activities (such as running).

Source: American Cancer Society, 2002



Table 4: Overweight and Obese, Adults 18 and Older, 
New Jersey and U.S., 2000 

Overweight* Obese**
Male Female Total Male Female Total

N . J . 4 8 . 4 % 2 8 . 4 % 3 8 . 2 % 1 8 . 5 % 1 8 . 6 % 1 8 . 5 %

U . S . 4 5 . 1 % 2 8 . 5 % 3 6 . 8 % 2 0 . 6 % 1 9 . 8 % 2 0 . 0 %

*Body mass index of 25.0-29.9 kg/m 2

**Body mass index greater than or equal to 30.0 kg/m2

Source: American Cancer Society, 2002

Body Mass Index for Adults
D i fferent measures are used to determine whether a
person is considered normal weight, overweight, or obese,
taking into account height. A common scale is the body
mass index (BMI), or ratio of weight (in kilograms) to
height (in meters, squared). For adults aged 20 years and
o l d e r, overweight is defined as a BMI of 25.0-29.9 kg/m2;
obesity is defined as a BMI of 30.0 kg/m2 or greater.

The table relates BMI to pounds and inches rather than
kilograms and meters. BMI corresponds to an individual’s
height (in the left column) and weight category (in
pounds). An adult aged 20 or older is considered
overweight or obese if his or her weight falls within the
corresponding area of the table. For example, a 5'4"
woman is considered overweight if she weighs between
145 to 173 pounds. She is considered obese if she weighs
174 pounds or more. A 5'10" man is considered overweight
if he weighs between 174 and 206 pounds and obese if he
weighs 207 pounds or more.

* Overweight defined as BMI of 25 to 29.9 kg/m2.
** Obesity defined as BMI of 30 kg/m2 or greater.

Height Body Weight (pounds)
(feet,inches) Overweight* Obese**

6 ' 4 " 2 0 5 2 4 6

6 ' 3 " 2 0 0 2 4 0

6 ' 2 " 1 9 4 2 3 3

6 ' 1 " 1 8 9 2 2 7

6 ' 0 " 1 8 4 2 2 1

5 ' 1 1 " 1 7 9 2 1 5

5 ' 1 0 " 1 7 4 2 0 7

5 ' 9 " 1 6 9 2 0 3

5 ' 8 " 1 6 4 1 9 7

5 ' 7 " 1 5 9 1 9 1

5 ' 6 " 1 5 5 1 8 6

5 ' 5 " 1 5 0 1 8 0

5 ' 4 " 1 4 5 1 7 4

5 ' 3 " 1 4 1 1 6 9

5 ' 2 " 1 3 6 1 6 4

5 ' 1 " 1 3 2 1 5 8

5 ' 0 " 1 2 8 1 5 3

4 ' 1 1 " 1 2 4 1 4 8

4 ' 1 0 " 1 1 9 1 4 3

Healthy New Jersey 20101

Objective
• Increase the percentage of persons aged 18 and over who

participated in frequent leisure time physical activity during
the past month to 42.5 percent.

Overweight and Obesity Among Adults
For over 15 years, the National Institutes of Health (NI H )

has recognized obesity as an importa nt cause of ca ncer, as

we ll as diabetes and coronary heart disease .1 2 Obesity has

been implicated as a risk factor for ca ncers of the breast

(a mong post - menop aus al wo men), cervix, en do metri u m ,

uterus, ovary and gallbladd er among wo men and ca ncers

of the co lon, rectum and prostate among men.7 A recent

stu dy also implicated obesity in ca ncers of the pancreas

and esop hagus (ad enocarcino ma) .1 3

Recent national data show that obesity has reached

epid emic proportions in the United States .1 4 T he percent-

age of obese adults has do ubled over the past forty years

from 12.8 percent in 1960 to 25 percent in 2000.

According to the BRFSS, 38.2 percent of resid ents in New

Jersey are classified as overwe ight, and 18.5 percent are

id entified as obese (Table 4).

Healthy New Jersey 20101

Objectives
• Reduce the percentage of persons aged 18 and over who

are overweight but not obese to: 

27.6 percent for all adults

28.1 percent for non-Hispanic whites

28.4 percent for non-Hispanic blacks

32.4 percent for Hispanics

36.6 percent for males

25.1 percent for females

• Reduce the percentage of persons aged 18 and over who 
are obese to:

12.0 percent for all adults

12.0 percent for non-Hispanic whites

15.0 percent for non-Hispanic blacks

12.0 percent for Hispanics

14.0 percent for males

12.0 percent for females



Nutrition Among Youth
Healthy eating be haviors established early in chil dhood

o ften influence adult dietary patterns. Fa mily members at

ho me and pri mary caregivers outside of the ho me, su ch as

daycare provid ers and teachers, influence eating be hav-

iors. Often, dietary patterns deteriorate in chil dhood and

ado lescence ,1 5 but may imp rove in adulthood. Bala nced

diets are more difficult to ma inta in when snack foods and

sodas high in su gar or fat are abun da ntly ava ilable. 

A nutritio us diet high in fruits and veg etables is impor-

ta nt for growth and deve lopment. Recent Yo uth Risk

Be havior Su rve illa nce Sy stem (YRBSS) data showed that

less than one - fo u rth (23.9 percent) of U. S. high schoo l

stu d ents ate five or more fruits and veg etables per day

( Table 5). New Jersey high school stu d ents fared so me-

what better than the national average, at 28.4 percent .

Nonethe less, this su gg ests that more than 70 percent of

high school students in New Jersey did not consume at

least five servings of fruits and vegetables per day.

Physical Activity Among Youth
Phy sical activity in chil dhood, whether in a phy sical

edu cation class or in a co mmunity park, can he lp ma in-

ta in a healthy we ight and pro mo te active adult lifestyles .

Chil dren and yo ung adults who engage in phy sical fitness

regularly imp rove the ir muscular strength and aero bic

en du ra nce. Imp rovements have been observed since the

first national su rvey in 1992, which in dicated that on ly

one - half of U. S. yo uth ag ed 12 to 21 years regularly partic-

ip ated in vigoro us phy sical activity.16 According to the

YRBSS, almost two - thirds (64.7 percent) of U. S. high

school stu d ents particip ated in vigoro us phy sical activity

and app roxi mate ly one - fo u rth (26.7 percent) were mod er-

ate ly active in 1999 (Table 6). Male stu d ents were more

lik e ly to particip ate in vigoro us or mod erate phy sical

activity than female stu d ents, regardless of race and

ethnicity.

T he information for New Jersey stu d ents shows the

percentag es are higher than the national data. T he 1999

YRBSS data revealed that 69.2  percent of New Jersey

stu d ents particip ated in vigoro us phy sical activity.

Other states ra ng ed from 55.2 percent  (So uth Caro lina)

to 77.0 percent (Utah). In addition, 29.1 percent of New

Jersey stu d ents particip ated in mod erate phy sical activ-

ity.  Other states ra ng ed from 20.3 percent (Hawa ii) to

32.7 percent (Ma ine).  

Table 6: Physical Activity, High School Students, 
New Jersey and U.S., 1999 

Male Female Total

Participated in Moderate Physical Activity*

New Jersey 2 8 . 3 % 2 9 . 7 % 2 9 . 1 %

U . S . 2 9 . 0 % 2 4 . 4 % 2 6 . 7 %

Participated in Vi g o rous Physical Activity**

New Jersey 7 6 . 9 % 6 2 . 3 % 6 9 . 2 %

U . S . 7 2 . 3 % 5 7 . 1 % 6 4 . 7 %

* At least 5 times per week, 30 minutes or more per session, re g a rdless of intensity
**At least 3 times a week, 20 minutes or more session, 50% or more of capacity
Source: American Cancer Society, 2002

Table 5: Eating 5 or More Fruits and Vegetables a Day*,
High School Students, New Jersey and U.S., 1999

Male Female Total

New Jersey 3 0 . 1 % 2 6 . 5 % 2 8 . 4 %

U . S . 2 4 . 4 % 2 3 . 4 % 2 3 . 9 %

* Had eaten five or more servings of 100% fruit juice, fruit, green salad,
potatoes (excluding french fries, fried potatoes, or potato chips), carrots or other
vegetables during the seven days preceding the survey.
Source: American Cancer Society, 2002



Overweight and Obesity Among Youth
Research has shown that overwe ight chil dren or ado les-

cents are at greater risk of beco ming overwe ight in adult-

hood.1 7 Recent national data show that obesity in yo uth

ag ed 6 to 17 years has increased since the 1960s across all

sub gro ups of gen d er, race and ethnicity. According to the

National Health and Nutrition Exa mination Su rvey

( NHANES), a su rvey of the Centers for Disease Contro l

and Prevention, app roxi mate ly 11 percent of chil dren and

ado lescents were classified as overwe ight and the larg est

increase has occu rred since the mid-1970s. T he same

su rvey showed app roxi mate ly 14 percent of yo uth were at

risk for beco ming overwe ight. Si milar increases were

o bserved among public and private high school stu d ents .

T he YRBSS data in dicated that male stu d ents were more

lik e ly to be overwe ight or at risk for beco ming overwe ight

than female stu d ents .

According to YRBSS 1999 data, the percentage of New

Jersey yo uth who were overwe ight was 7.4 percent, and

the percentage at - risk for beco ming overwe ight was 12.8

percent (Table 7). 

Working To w a rd Community Change
The U.S. Surgeon General and numerous health organi-

zations have id entified the high prevalence of obesity

and phy sical inactivity as serio us challeng es for the

p revention of ca ncer and other chronic diseases. An

esti mated 97 million U. S. adults are overwe ight or

obese.12 Overweight and obesity rank as the second lead-

ing cause of preventable prematu re death in the U. S. ,

acco unting for an esti mated $70 billion in direct

medical costs in 1995. In New Jersey, 2.9 million resi-

d ents are overwe ight or obese at an annual direct

medical cost of $2.1 billion. 

Cu rrent tren ds toward increasing consu mp tion of high -

calorie convenience foods, meals prep ared outside the

ho me, re lia nce on auto mo biles for tra nsportation and

redu ced le isu re ti me all present obstacles to healthy

dietary and phy sical activity behaviors.

Social, econo mic and cultu ral factors strongly influence

in dividual choices abo ut diet and phy sical activity.

Co mmunity and cultu rally app rop riate actions that facil-

itate healthy dietary choices and regular phy sical activity

are essential if the cu rrent progress on ca ncer and cardio-

vascular disease mortality is to be susta ined. 

Table 7: At Risk for Becoming Overweight, or
Overweight, High School Students, New Jersey 
and U.S., 1999 

Male Female Total

At Risk for Becoming Overweight*

New Jersey 1 5 . 5 % 1 0 . 4 % 1 2 . 8 %

U . S . 1 7 . 5 % 1 4 . 4 % 1 6 . 0 %

O v e r w e i g h t * *

New Jersey 9 . 2 % 5 . 6 % 7 . 4 %

U . S . 1 1 . 9 % 7 . 9 % 9 . 9 %

*Students who were at or above the 85th percentile but below the 95th
percentile for body mass index by age and sex based on reference data from the
National Health and Nutrition Examination Survey I.

**Students who were at or above the 95th percentile for body mass index by
age and sex based on reference data from the National Health and Nutrition
Examination Survey I.
Source: American Cancer Society, 2002

Body Mass Index for Youth and Adolescents

Since children grow and their body composition changes dramatically through adolescence, the overweight and

obesity definitions for youth differ from the definitions for adults. Caution is necessary when using BMI as a measure

of body composition in youth.1 8 Growth charts show the entire distribution of a measurement (height and weight) or

measurement ratio (BMI) across a range of ages and present multiple percentiles. The growth charts were revised in

2000 and are available at Centers for Disease Control and Prevention’s National Center for Health Statistics website at

h t t p : / / w w w. c d c . g o v / g r o w t h c h a r t s . In this report the following definitions are used: 

• Overweight: 95th or higher percentile for BMI
• At risk of becoming overweight: 85th to 94th percentile for BMI

Source: American Cancer Society, 2002



E n v i ronmental Cancer Risks
T he degree of risk from po lluta nts in food, drinking water

and air depen ds on the concentration, intensity and du ra-

tion of exposu re. Substa ntial increases in risk have been

shown in settings where work ers have been exposed to

high concentrations of ionizing radiation, certa in chemi-

cals, metals and other substa nces, as we ll as among radi-

ation victi ms and patients treated with drugs or therapies

later fo und to be carcinog enic .

Even low - dose exposu res that pose on ly small risk to in di-

viduals can still cause substa ntial ill health across an

entire population if the exposu res are wid esp read. For

exa mple, secon dhand to bacco smoke increases risk in

large nu mbers of people who do not smoke but are

exposed to others’ smoke. Strong regulatory contro ls and

attention to safe occup ational practices, drug testing and

consu mer produ ct safety play an importa nt ro le in redu c-

ing risk of ca ncer from environmental exposu res .

Risk Assessment
T he risk assessment process evaluates the ca ncer- causing

po tential of a substa nce, the leve ls of the substa nce in the

environment and the extent to which people are actually

exposed. However, the process is not perfect. For most

po tential carcinog ens, data are on ly ava ilable from high -

dose experi ments in ani mals or highly exposed occup a-

tional gro ups. Risk assessment generally mak es

conservative assu mp tions to err on the side of safety. For

ca ncer safety sta n dards, accep table risks are usually

li mited to those that increase risk by no more than one

case per million persons over a lifeti me .

Safety sta n dards deve loped in this way for chemical or

radiation exposu res are the basis for fed eral regulatory

activities at the Food and Drug Ad ministration, the

E nvironmental Pro tection Ag ency and the Occup ational

Safety and Health Ad ministration. T he application of laws

and procedu res by which sta n dards are implemented and

risks are contro lled is called risk ma nag ement .

Infectious Agents and Cancer
T he ro le of infectio us diseases has been known as a cause

of ca ncer in ani mals since the beginning of the last

centu ry. On ly recently has infection with certa in viruses ,

bacteria, and parasites in hu man ca ncer been recognized

as a risk factor for several types of ca ncer. Exa mples

include Epste in - Barr virus, hu man immununod e ficiency

virus, he lico bacter pylori, hu man papillo ma virus, and

hep atitis B and C viruses .

Altho u gh so me types of infection can increase a person’s

risk of deve loping certa in types of ca ncer, most people

with these infections never deve lop ca ncer. T he ir lik e li-

hood of deve loping a ca ncer may also be influenced by

o ther risk factors. For exa mple, He lico bacter pylori infec-

tion may increase a person’s risk of deve loping sto mach

ca ncer, but that risk is also influenced by dietary factors

(high intake of smok ed and salted foods and starches with

low intake of fruits and veg etables) and smoking .

Even though some infections that influence cancer risk

are contagious, it is important to remember that cancer

is not a contagio us disease. A healthy person ca nno t

contract cancer from someone else who has cancer.



The Impact of Cancer

T he imp act of ca ncer  in New Jersey is described in the

fo llowing overview of ca ncers of the breast, prostate, lung

and bronchus, co lon and rectum, oral cavity and pharyn x ,

me la no ma of the skin and cervical. T hese seven sites have

been id entified as priorities by the Task Force on Ca ncer

Prevention, Early Detection and Treatment in New Jersey.

Healthy People 2010 Objectives are provid ed by the New

Jersey Dep artment of Health and Senior Services and are

use ful in monitoring progress in ca ncer control. 

Female Breast Cancer
Breast ca ncer is the most co mmon ca ncer among

women in New Jersey (Table 1). An estimated 6,900 new

cases of invasive breast ca ncer are expected to occu r

a mong wo men in New Jersey du ring 2002 (Table 2). A

stu dy in tren ds in incid ence by the New Jersey State

Cancer Registry published in September 2001 shows a

two percent decline in New Jersey female breast cancer

incidence between 1998 and 1999. The 1999 New Jersey

rate of 141.0 cases per 100,000 is app ro aching the

national rate of 139.1 per 100,000. 

Breast ca ncer deaths continue to ra nk second among

ca ncer deaths in New Jersey wo men, despite the fact that

mortality rates have been declining. Recent information

for New Jersey in dicates a redu ction in the mortality rate

from 31.2 per 100,000 in 1998 to 27.5 per 100,000 in 1999.

T he New Jersey breast ca ncer death rate is app roxi mate ly

the same as the national rate, which declined from 27.9

per 100,000 in 1998 to 27.0 per 100,000 in 1999.2

T he risk of breast ca ncer increases with age. For each ag e

gro up after 30 to 39, the ag e - ad justed incid ence and

mortality rates steadily increase (Figu re 3). New Jersey

wo men ag es 30 to 39 have an incid ence rate for breast

ca ncer of 53.2 cases per 100,000 population. T his rate

increases dra matically to 163.7 per 100,000 for the ag es 40

to 49 and to 303.8 per 100,000 by ag es 50 to 59. Incid ence

rates increase to 445.9 per 100,000 for New Jersey wo men

over age 60. 

Tren ds in ag e - re lated mortality rates are consistent

with the age re lated incid ence tren ds. Mortality rates

increase from less than 6 per 100,000 for women ages 30

to 39 to nearly 123 per 100,000 for New Jersey wo men

over age 60 (Figure 3).

By race, the data for New Jersey exceeds national norms

for white wo men. T he New Jersey breast ca ncer inci-

dence rate between 1995 and 1999 was 144.7 per 100,000

for whites co mp ared to a national rate of 140.9 per

100,000 in this time frame for whites. New Jersey’s inci-

dence rate for black females of 116.0 per 100,000 is less

than the national incidence rate of 123.7 per 100,000 for

black females. However, the black death rate exceeds the

death rates for white females. Between 1995 to 1999, the

New Jersey death rate for blacks was 37.8 per 100,000

compared to a death rate for whites of 31.9 per 100,000

(Figure 4).

F i g u re 3: Female Breast Cancer Incidence and Mortality
Rates by Age, New Jersey, 1998-1999

* Note: Rates are per 100,000 females.
S o u rces: New Jersey State Cancer Registry; New Jersey Center for Health Statistics

F i g u re 4: Female Breast Cancer Incidence and Mortality
Rates by Race, New Jersey, 1995-1999

*Rates are per 100,000 females, age-adjusted to the 2000 U.S. standard population.
Sources: New Jersey State Cancer Registry; New Jersey Center for Health Statistics



Survival and Stage at Diagnosis
Su rvival rates from breast ca ncer vary with the stage of

the tu mor at diagnosis and the extent that it has sp read.

T he best su rvival rates occur in wo men who are diag-

nosed with localized early stage disease and the lowest

su rvival rates are for wo men diagnosed with late stag e

disease that has metastasized. 

T he five - year re lative su rvival rate for localized breast

cancer has increased f rom 72 percent to 96 percent in

the past fifty years. For breast ca ncer that has sp read

regionally, the survival rate decreases to 78 percent. For

women with distant metastases, the rate is 21 percent.

Su rvival at ten years or more is also stag e - d epen d ent ,

with the best su rvival observed in wo men diagnosed

with early stage disease. 

F i g u re 5: Percent of Breast Cancer Cases Diagnosed in
Early Stages by Race, New Jersey, 1999

Note: Includes in situ and local. Unstaged cancers were included in the denominator.
Sources: New Jersey State Cancer Registry; New Jersey Center for Health Statistics

Table 8: Mammogram and Clinical Breast Exam,
Women 40 and Older, New Jersey and U.S., 2000 

Recent Recent Mammogram 
Mammogram* & Clinical Breast Exam**

40+ 40-64 65+ 40+ 40-64 65+

N . J . 6 6 . 8 % 6 7 . 3 % 6 5 . 7 % 5 8 . 0 % 6 0 . 5 % 5 3 . 0 %

U . S . 6 2 . 4 % 6 2 . 1 % 6 5 . 3 % 5 5 . 4 % 5 6 . 9 % 5 4 . 0 %

*A mammogram within the past year 
**Both a mammogram and clinical breast exam within the past year.
Source: American Cancer Society, 2002 

In New Jersey, almost two - thirds of new breast ca ncer

cases are id entified in the early stag es of the disease .

However, a higher percentage of white women are diag-

nosed at an earlier stage. In 1999, 65 percent of the new

cases in white wo men were diagnosed in early stag es ,

compared with 57 percent in black women (Figure 5). 

Risk Factors
In addition to age and race, the risk of breast ca ncer is

highest in wo men who have a personal or fa mily history of

breast ca ncer, biopsy - confirmed atypical hyperplasia ,

increased breast density, and/or a long menstrual history.

Other risk factors that increase breast ca ncer risk inclu d e

o besity after menop ause, recent use of oral contracep tives

or post - menop aus al estrog ens and prog estin. Wo men

who have never had chil dren, had the ir first child after ag e

30 or who consu me alcoho lic beverag es are also at

increased risk .

Screening
Ma mmograp hy is especially valuable as an early detection

tool because it can id entify breast ca ncer at an early

stage be fore phy sical symp to ms deve lop. Nu mero us

studies have shown that early detection saves lives and

increases treatment op tions. T he decline in breast

ca ncer mortality has been attributed, in large part, to

the regular use of screening ma mmograp hy. T he

American Cancer Society recommends that women age

40 and older have an annual ma mmogram, an annual

clinical breast examination by a health care professional

(close to and preferably before the scheduled mammo-

gra m) and perform monthly breast se lf - exa mination.

Women ages 20-39 should have a c linical breast exami-

nation by a health care pro fessional every three years

and should perform breast self-examination monthly.

In 2000, New Jersey wo men were more lik e ly to fo llow

American Ca ncer Society reco mmen dations than other

wo men in the U. S. As no ted in Table 8, 66.8 percent of New

Jersey wo men over the age of 40 reported having had a

ma mmogram in the last year, which is higher than the

national median of 62.4 percent. Additionally, 58.0

percent of the wo men in this 40 and older age gro up

reported having bo th a ma mmogram and clinical breast

exam, which is also higher than the national median of

55.4 percent. 
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Objectives
• Reduce the death rate from female breast cancer per

100,000 population to: 

17.0 for all females (age-adjusted)

17.0 for white females (age-adjusted)

23.3 for black females (age-adjusted)

47.3 for females 50-64

120.0 for females 65+

• Increase the percentage of females aged 40 and over who
received a clinical breast examination and a mammogram
within the past two years to: 

75.0 percent for all females 40+

75.0 percent for white females

75.0 percent for black females

75.0 percent for Hispanic females

85.0 percent for females 50-64

75.0 percent for females 65+

• Increase the percentage of female breast cancers diagnosed
in early (in situ/local) stage of disease to 75.0 percent.

P rostate Cancer
T here are more cases of prostate ca ncer diagnosed in

New Jersey males than any other kind of cancer, with an

esti mated 5,700 new cases expected in New Jersey

du ring 2002 (Table 2). Nationally, between 1988 and

1992, prostate cancer incidence rates increased dramat-

ically in men. Prostate ca ncer incid ence rates have

subsequently leveled off.

Prostate ca ncer is the third leading cause of ca ncer-

related death for New Jersey males (Table 1). The New

Jersey prostate death rate declined from 32.9 per 100,000

in 1998 to 29.3 percent per 100,000 in 1999. T he rate of

d ecline has been more rapid in New Jersey than for the

nation, which decreased from 32.3 per 100,000 in 1998 to

31.1 per 100,000 in 1999.2

T he incid ence of prostate ca ncer increases with ag e

( Figu re 6). In New Jersey, nearly 84 percent of all prostate

ca ncers are diagnosed in men over age 60. Incid ence rates

increase from 230.3 per 100,000 for men between the ag es

of 50 and 59 to 954.7 per 100,000 for men over age 60.

Death rates increase substa ntially for older men, from less

than 10 per 100,000 in men ag es 59 and yo ung er to 157.5

per 100,000 age 60 and older.  

Black men have the highest prostate ca ncer incid ence

rates in the worl d. Recent stu dies su gg est that strong

fa milial disposition may be responsible for 5 to 10 percent

of prostate ca ncers. Between 1995 and 1999, the incid ence

rate for black men in New Jersey was 277.8 per 100,000

co mp ared to 180.7 per 100,000 for white men (Figu re 7).

In 1999, the ag e - ad justed mortality rate for white men in

New Jersey was 10.4 per 100,000, and the U. S. ag e - ad justed

rate was 10.7 per 100,000. For black men in 1999, the ag e -

ad justed rate was 20.6 per 100,000 in New Jersey and 24.3

per 100,000 in the U. S.2

Long term, mortality rates parallel this pattern with

mortality for U.S. black men at 67.5 deaths per 100,000

and white men at 31.8 per 100,000 in the ti me period

1995 to 1999.

Survival and Stage at Diagnosis
Su rvival rates from prostate ca ncer vary with the stage of

the tu mor at detection and the extent that it has sp read.

T he best su rvival rates occur in men who are diagnosed

with early stage disease and the lowest su rvival rates

occur among men diagnosed with late stage disease. 

Among men diagnosed with prostate ca ncer, 97 percent

su rvive at least five years, 79 percent su rvive at least ten

years, and 57 percent su rvive at least 15 years. T hese

figu res include all stag es and grad es of prostate ca ncer,

but do not acco unt for men who die from other causes. At

least 70 percent of all prostate ca ncers are fo und while

they are still localized (confined to the prostate), and at

least 85 percent have not sp read beyond the su rro un ding

tissues or lymph nod es. T he five - year re lative su rvival

rate for all of these men is nearly 100 percent. Of the

ro u ghly six percent of men whose prostate ca ncers have

F i g u re 6: Prostate Cancer Incidence and Mortality Rates
by Age, New Jersey, 1998-1999

*Rates are per 100,000 males.
Source: New Jersey State Cancer Registry; New Jersey Center for Health Statistics



already sp read to dista nt parts of the body at the ti me of

diagnosis, 34 percent will su rvive at least five years. T he

cu rrent data for New Jersey is presented in Figu re 8.

Risk Factors
As with other ca ncers, age and race are importa nt risk

factors for consid eration in prostate ca ncer. 

In addition, men who eat a high fat diet have a greater

cha nce of deve loping prostate ca ncer. Regular phy sical

activity and ma inta ining a healthy we ight may he lp

redu ce prostate ca ncer risk. 

Prostate ca ncer appears to be co mmon in so me fa milies ,

su gg esting an inherited or genetic factor. Having a father

or bro ther with prostate ca ncer do ubles a ma n’s risk of

d eve loping this disease. T he risk is even higher for men

with several affected re latives, particularly if the ir re latives

were yo ung at the ti me of diagnosis. 

Screening
T he American Ca ncer Society reco mmen ds that bo th

an annual prostate-specific antigen (PSA) test and digi-

tal rectal exa mination (DRE) be offered beginning at

age 50. T hose in higher risk gro ups — black men and

men with a fa mily history of prostate ca ncer— sho ul d

have testing beginning at age 45. 

As no ted in Figu re 9, black, non - Hisp a nic men in New

Jersey were more lik e ly to have bo th a DRE and PSA tha n

a ny other race / ethnic gro up. Just over 40 percent of

black, non - Hisp a nic men in New Jersey reported having

bo th a DRE and PSA in 1999, co mp ared to 35.3 percent

of white, non - Hisp a nic resid ents, and 18.2 percent of

Hisp a nic men.

T he American Ca ncer Society and the New Jersey Dep art -

ment of Health and Senior Services reco mmend that

doctors open ly discuss the bene fits and risks of testing at

yearly check- ups. Men are enco u rag ed to learn abo ut

p rostate ca ncer and the pros and cons of early detection

and treatment so they can active ly particip ate in the deci-

sion to have the tests. 

Healthy New Jersey 20101

Objective
• Reduce the age-adjusted death rate of males from prostate

cancer per 100,000 population to: 

10.0 for total males

10.0 for white males

25.3 for black males

F i g u re 8: Percent of Prostate Cancer Cases Diagnosed 
in Early Stages by Race, New Jersey, 1999

Note: Includes in situ and local. Unstaged cancers were included in the denominator.
Sources: New Jersey State Cancer Registry; New Jersey Center for Health Statistics

F i g u re 9: Digital Rectal Exam and Pro s t a t e - S p e c i f i c
Antigen Test within Last Year by Race/Ethnicity*, 
New Jersey, 1999

Hispanics can be of any race.
*Men age 50 and older
Source: American Cancer Society, 2002

F i g u re 7: Prostate Cancer Incidence and Mortality Rates
by Race, New Jersey, 1995-1999

*Rates are per 100,000 males, age-adjusted to the 2000 U.S. standard population.
S o u rces: New Jersey State Cancer Registry; New Jersey Center for Health Statistics



Lung and Bronchus Cancer
Lung and bronchus ca ncer (hereafter re ferred to as lung

ca ncer) is the second most co mmon ly diagnosed ca ncer

in New Jersey men and wo men (Table 1). T here will be an

esti mated 4,900 new cases in 2002, acco unting for abo ut

12 percent of the expected New Jersey ca ncer diagnoses

( Table 2). Altho u gh the incid ence rate has declined in

men, for wo men the incid ence rate has increased over the

p ast five years. T he cu rrent incid ence rates (Table 1) for

New Jersey men (87.0 per 100,000) and wo men (55.7 per

100,000) are higher than the U. S. rates of 81.1 and 50.7 per

100,000 for men and wo men, respective ly.

Lung ca ncer is the most deadly ca ncer, acco unting for 27

percent of all New Jersey ca ncer deaths in 1999. In 1999,

there were 4,728 deaths from lung ca ncer in New Jersey or

nearly 13 deaths per day. T he death rate for men has

d eclined from 78.5 per 100,000 in 1995 to 73.1 per 100,000

in 1999 (Table 1), which is lower than the national rate of

77.2 per 100,000 in 1999. T he death rate for wo men in New

Jersey is essentially uncha ng ed, from 41.9 per 100,000 in

1995 to 41.7 per 100,000 in 1999. T he lung ca ncer death

rate for wo men in New Jersey was co mp arable to the

national rate of 40.7 per 100,000 in 1999.2

As no ted in Figu re 10, the risk of lung ca ncer increases

with age. Ninety - four percent of New Jersey resid ents who

d eve lop lung ca ncer are age 50 or older at the ti me of diag-

nosis; and 80 percent are age 60 or older at the ti me of

diagnosis. Male incid ence rates in New Jersey  increase

from 20.6 per 100,000 for men ag es 40 to 49 to 443.8 per

100,000 for men age 60 and older. Si milarly, incid ence

rates for wo men increase from 21.4 per 100,000 for wo men

ag es 40 to 49 to 263.8 per 100,000 for wo men over age 60.

Male mortality rates in New Jersey increase from 15.9 per

100,000 for men ag es 40 to 49, to 375.6 per 100,000 for

men over age 60. Wo men’s rates mirror this pattern. New

Jersey wo men ag es 40 to 49 have a mortality rate of 11.7

per 100,000, which increases to 213.1 for wo men age 60

and older.

T he incid ence rate for lung ca ncer is higher for black

males than for white males in New Jersey. However, white

females in New Jersey have higher incid ence rates tha n

New Jersey black females (Figu re 11). T he male incid ence

rates were 92.0 per 100,000 for white males and 119.4 per

100,000 for black males in New Jersey. Altho u gh white

females have a lower incid ence rate (56.9 per 100,000)

than males, this rate is higher than for black females (52.9

per 100,000) between 1995 and 1999. 

New Jersey lung ca ncer mortality rates by race parallel the

incid ence patterns described above (Figu re 11). Between

1995 and 1999, black men had a lung ca ncer mortality

rate of 100.3 per 100,000, co mp ared with a rate of 75.1 per

100,000 for white men. Mortality rates among wo men are

closer, with 43.0 per 100,000 for white wo men and 43.7 for

black wo men. 

Survival and Stage at Diagnosis
T he one - year re lative su rvival rate for lung ca ncer has

increased from 34 percent in 1975 to 41 percent in 1997.

T he five - year su rvival rate for all stag es co mbined is on ly

15 percent. For cases detected when the disease is still

localized, the su rvival rate is 48 percent; however, on ly 15

percent of lung ca ncers are diagnosed at this early stage.  

Risk Factors
Smoking is the most preventable cause of death in our

society because of its link to heart disease, lung ca ncer

and ma ny other ca ncers. Nearly 87 percent of all lung

ca ncer deaths can be attributed to smoking. Other risk

factors for lung ca ncer include exposu re to certa in in dus-

trial substa nces, inclu ding arsenic, so me orga nic chemi-

cals, occup ational or environmental exposures to radon

and asbestos, radiation exposu re from occup ational ,

medical and environmental so u rces, air po llution, and

environmental to bacco smok e .

F i g u re 10: Lung & Bronchus Cancer Incidence and
Mortality Rates by Age and Gender, New Jersey, 
1 9 9 8 - 1 9 9 9

*Rates are per 100,000 persons.
Sources: New Jersey State Cancer Registry; New Jersey Center for Health Statistics



Tobacco Use
According to the 1999 BRFSS, 21.0 percent of New Jersey

adults id entify themse lves as cu rrent smok ers, a leve l

which is be low the national median of 23.3 percent (Table

9). Adult males are more lik e ly to smoke than females ,

with 23.5 percent of New Jersey males reporting them-

se lves as cu rrent smok ers versus 18.6 percent of females .

Bo th gen d ers in New Jersey smoke at a lower rate than the

U. S. media ns of 24.5 percent and 21.2 percent for males

and females, respective ly.

To bacco use among yo uth in New Jersey is si milar to the

national data (Table 10). Abo ut one - third of yo uth in New

Jersey are cu rrent cigarette smok ers co mp ared with

nearly 35 percent of the U. S. yo uth. Almost 16 percent of

New Jersey high school stu d ents are frequent smok ers .

Un like the national pattern, more New Jersey females

report they smoke frequently than males (16.6 percent

versus 14.9 percent, respective ly) .

Screening
Since most people with early lung ca ncer do not have any

symp to ms, on ly abo ut 15 percent of lung ca ncers are

fo und at an early stage. When lung ca ncer is fo und early,

it is often as a result of a chest x- ray, CT scan or other test

done for ano ther reason.

Healthy New Jersey 20101

Objectives
• Reduce the percentage of middle school students who have

used cigarettes in the past 30 days to: 

10 percent for all middle school students

10 percent for all white non-Hispanic students

7 percent for all black non-Hispanic students

10 percent for all Hispanic middle school students

• Reduce the percentage of public high school students who
say they are currently smoking to: 

26 percent of all high school students

26 percent for all white non-Hispanic high school students

15 percent for all black non-Hispanic high school students

26 percent for all Hispanic high school students

• Reduce the death rate from lung cancer per 100,000
population to: 

28.5 for the total population (age-adjusted)

28.5 for whites (age-adjusted)

31.6 for blacks (age-adjusted)

29.0 for males (age-adjusted)

27.0 for females (age-adjusted)

296.9 per persons 65+

Table 10: Tobacco Use Among High School Students,
New Jersey and U.S., 1999

Male Female Total
N.J. U.S. N.J. U.S. N.J. U.S.

Current Cigarette Smoking*

3 3 . 0 % 3 4 . 7 % 3 4 . 3 % 3 4 . 9 % 3 3 . 8 % 3 4 . 8 %

Frequent Cigarette Smoking**

1 4 . 9 % 1 7 . 9 % 1 6 . 6 % 1 5 . 6 % 1 5 . 9 % 1 6 . 8 %

Smokeless Tobacco*** 

9 . 5 % 1 4 . 2 %

*Smoked cigarettes on one or more of the 30 days preceding the survey.
**Smoked cigarettes on 20 or more of the 30 days preceding the survey.
***Used chewing tobacco or snuff on one or more of the 30 days preceding the
survey.
S o u rces: Youth Risk Behavior Surveillance System, 1999; National Center for Chro n i c
Disease Prevention and Health Promotion; Centers for Disease Control and
P revention, 2000

F i g u re 11: Lung & Bronchus Cancer Incidence and
Mortality Rates by Race and Gender, New Jersey, 
1 9 9 5 - 1 9 9 9

*Rates are per 100,000 persons age-adjusted to the 2000 U.S. standard population.
Sources: New Jersey State Cancer Registry; New Jersey Center for Health Statistics

Table 9: Tobacco Use Among Adults, New Jersey 
and U.S., 1999

Current Cigarette Smoking*

Characteristic New Jersey U.S.
To t a l 2 1 . 0 % 2 3 . 3 %
G e n d e r
M a l e 2 3 . 5 % 2 4 . 5 %

F e m a l e 1 8 . 6 % 2 1 . 2 %

Low Education** 2 4 . 6 % 3 0 . 1 %

R a c e

White, non-Hispanic 2 1 . 9 % 2 3 . 2 %

Black, non-Hispanic 2 1 . 0 % 2 1 . 5 %

H i s p a n i c 1 9 . 1 % 2 1 . 6 %

O t h e r, non-Hispanic 1 4 . 2 % 2 4 . 4 %

* Defined as adults 18 years old and older who have ever smoked 100 cigarettes
and are current smokers (Regular and irregular)
** Adults 25 years old and older with less than a high school education.
Source: American Cancer Society, 2002



Colon and Rectum Cancer
Co lon and rectum ca ncer (hereafter re ferred to as co lorec-

tal ca ncer) is the third most co mmon ca ncer diagnosed in

New Jersey and second most co mmon cause of ca ncer

d eaths. Co lorectal ca ncers are projected to acco unt for

4,900 new ca ncer cases in New Jersey in 2002 (Table 2). In

1999, the U. S. co lorectal incid ence rate was 60.3 per

100,000 men and 47.1 per 100,000 wo men. New Jersey

rates exceed these national norms, with 78.3 cases per

100,000 men and 52.9 cases per 100,000 wo men (Table 1). 

Co lorectal ca ncer is expected to cause 1,900 death s

a mong New Jersey resid ents in 2002, which rep resents 11

percent of all projected ca ncer- re lated deaths (Figu re 1).

Co lorectal death rates have varied little since the mid -

1990s. In 1999, the U. S. mortality rate for men was 25.4 per

100,000 men and 18.0 per 100,000 wo men. In New Jersey,

the mortality rate for men in 1999 was 26.7 per 100,000

and 19.3 per 100,000 wo men (Table 1).2

As is the case with most ca ncers, the risk of co lorectal

ca ncer increases significa ntly with age (Figu re 12). More

than 94 percent of New Jersey resid ents who deve lop

co lorectal ca ncer are age 50 or older at the ti me of diag-

nosis. Rates more than triple between each ten - year ag e

cohort from ag es 30 to 39 thro u gh age 60 and older. Males

consistently have higher co lorectal incid ence and death

rates than wo men (See Figu res 12 and 13).

In 1995-1999, New Jersey ag e - re lated incid ence rates for

males increased from 23.8 cases per 100,000 for ag es 40 to

49 to 370.3 per 100,000 for ag es 60 and older, and female

incid ence rates increased from 18.7 per 100,000 for ag es

40 to 49 to 280.9 per 100,000 for ag es 60 and older. 

During this same time period, the ag e - re lated mortality

rate among males in New Jersey increased from 4.0

deaths per 100,000 for ages 40 to 49 to 132.9 per 100,000

for those ag es 60 and older. Female mortality rate

increased from 4.7 per 100,000 for ages 40 to 49 to 110.8

per 100,000 for women ages 60 and older (Figure 12).

By race the incid ence rate in white males (79.7 per

100,000) exceed ed that of black males (76.6 per 100,000),

but black males had a higher mortality rate than white

males. Males of bo th races had a higher incid ence rate

than females. Between 1995-1999 New Jersey white

females had an incid ence rate of 55.3 per 100,000,

co mp ared to 58.1 per 100,000 in black females (Figu re 13). 

White males in New Jersey have a higher incid ence rate of

co lorectal ca ncer, but black males have higher mortality

rate. T he white male rate of 29.7 deaths per 100,000 is

lower than that for black males (34.3 per 100,000).

Mortality rates are lower among females of bo th races ,

with 20.3 per 100,000 for white wo men and 26.3 per

100,000 for black wo men. (Figu re 13).

Survival and Stage at Diagnosis
Su rvival rates from co lorectal ca ncer are highest when the

disease is diagnosed early. When the ca ncer is not fo un d

at a localized stage, treatment is less effective. T he one -

and five - year su rvival rates for patients with co lorectal

F i g u re 12: Colon & Rectum Cancer Incidence and
Mortality Rates by Age and Gender, New Jersey, 
1 9 9 8 - 1 9 9 9

*Rates are per 100,000 persons.
S o u rces: New Jersey State Cancer Registry; New Jersey Center for Health Statistics

F i g u re 13: Colon & Rectum Cancer Incidence and
Mortality Rates by Race and Gender, New Jersey, 
1 9 9 5 - 1 9 9 9

*Rates are per 100,000 persons age-adjusted to the 2000 U.S. standard population.
Sources: New Jersey State Cancer Registry; New Jersey Center for Health Statistics



Table 11: Colon & Rectum Cancer Screening, 
Adults 50 and Older, New Jersey and the U.S., 1999

Recent Sigmoidoscopy 
Recent FOBT* or Colonoscopy**

N.J. U.S. N.J. U.S.
To t a l 2 6 . 1 % 1 9 . 1 % 3 5 . 3 % 3 2 . 3 %

Age 50-64 years old 2 3 . 0 1 6 . 1 3 0 . 2 2 6 . 9

65 years or older 2 9 . 6 2 3 . 0 4 1 . 0 3 9 . 0

G e n d e r M a l e 2 5 . 5 1 7 . 1 4 2 . 0 3 4 . 2

F e m a l e 2 6 . 6 2 1 . 3 3 0 . 1 3 0 . 3

Low Education *** 1 6 . 9 1 6 . 7 2 5 . 3 3 0 . 3

R a c e / E t h n i c i t y
White (non-Hispanic) 2 9 . 3 2 0 . 0 3 8 . 0 3 2 . 8

Black (non-Hispanic) 1 2 . 3 2 0 . 8 2 5 . 2 3 1 . 7

H i s p a n i c 1 5 . 9 1 4 . 2 2 4 . 9 2 8 . 6

Other (non-Hispanic) – 9 . 4 – 3 0 . 3

*A fecal occult blood test within the past year.
** A sigmoidoscopy or colonoscopy within the preceding five years.
***Adults 50 year old and older with less than a high school education.
Source: American Cancer Society, 2002

American Cancer Society Recommendations for 
Early Detection of Colon and Rectum Cancer
Since there are several different screening tests available for
detecting colorectal cancer early, the American Cancer Society
makes the following recommendations for when the tests should
be performed:

Beginning at age 50, both men and women should 
follow one of the five screening options:

• Yearly fecal occult blood test (FOBT)*, or

• Flexible sigmoidoscopy every five years, or

• Yearly fecal occult blood test plus sigmoidoscopy every five years.**

• Double-contrast barium enema every five years.

• Colonoscopy every ten years.

*For FOBT, the take-home, multiple sample method should be used. All positive
tests should be followed up with colonoscopy.
**The combination FOBT and flexible sigmoidoscopy is pre f e r red over either of
these two tests alone.
People with certain risk factors should begin screening earlier or have scre e n i n g
m o re often.
For more information, please see www. c a n c e r. o r g .

ca ncer are 81 percent and 61 percent respective ly, for all

races co mbined. If the ca ncer is detected early, however,

the five-year survival is approximately 90 percent. Only

37 percent of cancers are found at this stage. Late stage

diagnosis of co lorectal ca ncer is co mmon across all

race / ethnic gro ups. In 1999, 36 percent of blacks in New

Jersey were diagnosed at the earliest stage, co mp ared to

38 percent of whites. When the ca ncer has sp read region-

ally to invo lve ad jacent orga ns or lymph nod es, su rvival

drops to 64 percent and it is drastically lower after the

ca ncer has metastasized (8 percent). 

Risk Factors
Approximately 90 percent of all colorectal cancer cases

and deaths are thought to be preventable. Most people

can redu ce the ir risk of co lorectal ca ncer by eating a

healthy, low-fat diet and increasing their level of physi-

cal activity.

Screening
Despite the efficacy and cost - e ffectiveness of several

existing screening tests, the use of these tests for

p revention rema ins extreme ly low. Several existing

screening regi mens, inclu ding fecal occult blood test ,

co lonoscopy and sigmoidoscopy, have been proven to be

e ffective in redu cing mortality from co lorectal ca ncer.

T hese tests allow detection and removal of ad eno mato us

polyps before they become cancerous and the removal

of early-stage colorectal cancer when the disease is still

highly curable. Tumors detected because of bleeding or

pain have usually progressed beyond the localized stage. 

In 1999, on ly 26.1 percent of New Jersey resid ents age 50

and older reported having a recent (within the past year)

fecal occult blood test, and 35.3 percent reported having a

sigmoidoscopy or co lonoscopy in the last five years .

Results for these reco mmen d ed co lorectal screening

exa minations vary by age, gen d er, race / ethnic gro up and

edu cation (Table 11).
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Objectives
• Reduce the death rate from colorectal cancer per 100,000

population to: 

10.0 for the total population (age-adjusted)

10.0 for whites (age-adjusted)

14.0 for blacks (age-adjusted)

122.7 for persons 65+

• Reduce the age-adjusted incidence of cancer of the rectum
and rectosigmoid per 100,000 population to: 

13.2 for the total population

13.5 for whites

9.8 for blacks

• Increase the proportion of people aged 50 or older who
have received a fecal occult blood test within the past year
and/or have ever undergone sigmoidoscopy to 65 percent.



Oral Cavity and Pharynx Cancer
O ral cavity and pharyn x ca ncer has been id entified as an

area of emp hasis by the Task Force on Ca ncer Prevention,

Early Detection and Treatment in New Jersey. T hese

ca ncers include ca ncer of the lip, tongue, floor of the

mo uth, palate, gingival and alveo lar mu cosa, bu ccal

mu cosa and orop harynx. In New Jersey, oral and orop ha-

ryng eal ca ncers acco unt for app roxi mate ly two percent

of all ca ncers diagnosed in 1999 and one percent of all

ca ncer death s .

T here were app roxi mate ly 1,000 new cases of oral cavity

and pharyn x ca ncers in New Jersey in 1999. Incid ence

rates are mu ch higher in men than in wo men and are

greatest in men who are over age 40. T here were over 220

oral cavity and pharyn x ca ncer deaths in 1998 to 1999 in

New Jersey. T he male mortality rate for all ag es and races

was 3.9 per 100,000 in 1998 to 1999 co mp ared to a female

mortality rate of 1.6 per 100,000.

By age, oral cavity and pharyn x ca ncer incid ence rates and

mortality rates at age 60 and older are three ti mes higher

than at ag es 40 to 49 (Figu re 14). Incid ence rates in 1998

thro u gh 1999 increased from 9.5 per 100,000 for those

ag es 40 to 49 to 36.5 per 100,000 for those age 60 and over

in New Jersey. T he death rate increased from 1.6 per

100,000 to 11.1 per 100,000 for those ag es 40 to 49 and 60

and older respective ly. 

In New Jersey, oral cavity and pharyn x ca ncer mortality is

higher for men than wo men (Figu re 15). Black men have

the highest death rate at 8.2 deaths per 100,000 between

1995 and 1999, and white males have a rate of 3.8 per

100,000. Females have lower rates of 1.5 per 100,000 and

2.9 per 100,000 for white and black New Jersey wo men,

respective ly in this same ti me fra me. 

Survival and Stage at Diagnosis
For all stag es co mbined, abo ut 84 percent of oral cavity

and pharyn x ca ncer patients su rvive one year after diag-

nosis. T he five - year and ten - year re lative su rvival rates are

54 percent and 39 percent, respective ly.

Risk Factors
Abo ut 90 percent of people with oral cavity and pharyn x

ca ncer use to bacco, and the risk of deve loping these

ca ncers increases with the amo unt smok ed or chewed

and du ration of the habit. Smok ers are six ti mes more

lik e ly than nonsmok ers to deve lop these ca ncers. Abo ut

37 percent of patients who persist in smoking after app ar-

ent cu re of the ir ca ncer will deve lop second ca ncers of the

oral cavity, orop harynx, or larynx, co mp ared with on ly six

percent of those who stop smoking. To bacco smoke fro m

cigarettes, cigars or pipes can cause ca ncers anywhere in

the oral cavity or orop harynx, as we ll as causing ca ncers of

the larynx, lung, esop hagus, kidney, bladd er, and several

o ther orga ns. 

Alcohol consumption strongly increases a person’s risk

of d eve loping oral cavity and pharyn x ca ncer. Abo ut 75 to

80 percent of all patients with oral ca ncer frequently

consu me alcohol. T hese ca ncers are abo ut six ti mes

more co mmon in drink ers than in non drink ers. As

noted above, oral cavity and pharyn x ca ncer is twice as

F i g u re 14: Oral Cavity and Pharynx Cancer Incidence 
and Mortality Rates by Age, New Jersey, 1 9 9 8 - 1 9 9 9

*Rates are per 100,000 persons.
Sources: New Jersey State Cancer Registry; New Jersey Center for Health Statistics

F i g u re 15: Oral Cavity and Pharynx Cancer Mortality
Rates by Race and Gender, New Jersey, 1 9 9 5 - 1 9 9 9

*Rates are per 100,000 persons age-adjusted to the 2000 U.S. standard population.
Source: New Jersey Center for Health Statistics



co mmon in men as in wo men. T his may be because men

are more lik e ly to use to bacco and alcohol. Ma ny people

can redu ce the ir risk by re fra ining from cigarette, cigar,

or pipe smoking, use of smok e less to bacco and excessive

alcohol consu mp tion.

Screening
Ca ncer can affect any part of the oral cavity, inclu ding the

lip, tongue, mo uth and thro at. Dentists and pri mary care

p hy sicia ns can id entify abnormal cha ng es in oral tissues

and detect ca ncer at an early, cu rable stage. Regular

d ental checkups that include an exa mination of the entire

mo uth are importa nt in the early detection of oral cavity

and pharyn x ca ncers and preca ncero us con ditions. T he

American Ca ncer Society also reco mmen ds that pri mary

care doctors exa mine the mo uth and thro at as part of a

ro utine ca ncer- re lated checkup. 
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Objective
• Reduce the percentage of oral cancer diagnosed in the late

(regional and distant) states of disease to: 

40.0 percent for all males
35.0 percent for all females

Melanoma of the Skin
Me la no ma of the skin (hereafter re ferred to as

me la no ma) has been id entified as an area of emp hasis

by the Task Force on Ca ncer Prevention, Early Detection

and Treatment in New Jersey because it is a preventable

and cu rable disease. An esti mated 1,800 persons in New

Jersey will be diagnosed with me la no ma in 2002.

Incid ence rates of me la no ma are more than ten ti mes

higher in whites than in blacks. Other importa nt forms

of skin ca ncer include Kaposi’s sarco ma, which

co mmon ly occu rs among patients with AIDS and cuta-

neo us T- ce ll lymp ho ma .

In 1999, more than 300 New Jersey resid ents died of

me la no ma. T he death rate for New Jersey males was twice

that of New Jersey females (5.3 per 100,000 versus 2.3 per

100,000, respective ly) (Figu re 16). T hese rates are higher

than for the U. S. in 1999; males were 3.8 per 100,000 and

females were 1.8 per 100,000.

T he incid ence and mortality rates of me la no ma increase

for those over age 50. In 1998 thro u gh 1999, the incid ence

rate was 4.0 per 100,000 for bo th gen d ers co mbined for

ag es 20 thro u gh 29. By age 40 to 49 the incid ence rate

increases to 14.0 per 100,000 and fu rther increases to 49.6

per 100,000 for New Jersey resid ents over age 60. In 1998

thro u gh 1999 death rates lik ewise increased from 2.0 per

100,000 population (bo th gen d ers) for those age 40 to 49

up to 16.6 per 100,000 for those over age 60 (Figu re 17).

T he ag e - ad justed incid ence and mortality rates of

me la no ma in New Jersey are statistically higher in whites

than in the black population (Figu re 18). For white males ,

the incid ence rate is 30.6 per 100,000 co mp ared to 1.2 per

100,000 for black males. Female incid ence rates for white

and black races are 20.1 and 1.3 per 100,000, respective ly.

By race, white mortality rates are higher in males tha n

females. Males have a mortality rate of 4.6 per 100,000

co mp ared to females who have a rate of 2.2 per 100,000.

Case vo lu me for other races is too small to calculate a

re liable rate .

Survival and Stage at Diagnosis
Me la no ma can sp read to other parts of the body quickly.

However, when detected in its earliest stag es and treated

p roperly, it is highly cu rable. T he five - year re lative su rvival

rate for patients with me la no ma is 89 percent. For local-

ized me la no ma, the five - year re lative su rvival rate is 96

percent; su rvival rates for regional and dista nt stag e

diseases are 61 percent and 12 percent, respective ly.

Abo ut 82 percent of me la no mas are diagnosed at a local-

ized stage in the U. S.

In 1999, less than half of all skin ca ncers in New Jersey

were diagnosed in the early stage of the disease. By race ,

F i g u re 16: Skin Cancer Mortality Rates by Gender, 
New Jersey, 1 9 9 5 -1 9 9 9

*Rates are per 100,000 gender specific population age-adjusted to the 2000 U.S.
s t a n d a rd population. Excludes basal and squamous cell skin cancers.
Source: New Jersey Center for Health Statistics



whites are slightly more lik e ly to be diagnosed at an early

stage when co mp ared to blacks, 45 percent versus 39

percent, respective ly (Figu re 19).

Risk Factors
Factors associated with increased risk include excessive

exposu re to the sun’s ultravio let radiation, fa ir

co mplexion, occup ational exposu re to co al tar, pitch ,

creoso te, arsenic co mpo un ds or radium, fa mily history,

and multiple or atypical nevi (mo les). 

Prevention can play a significa nt ro le in redu cing

me la no ma risk. As su ch, the American Ca ncer Society

has deve loped the fo llowing reco mmen dations: 1) li mit or

avoid exposu re to the sun du ring the midday ho u rs (10

a.m. to 4 p.m.); 2) when outdoors, cover as mu ch skin as

possible; 3) wear a hat that shad es the face, neck and ears

and a long - sleeved shirt and long pants; 4) wear

sunglasses to pro tect the skin aro und the eyes; and 5) use

a sunscreen with a so lar pro tection factor (SPF) of 15 or

higher. Because of the possible link between severe

sun bu rns in chil dhood and greatly increased risk of

me la no ma in later life, chil dren, in particular, sho uld be

p ro tected from the sun.

Screening
Recognition of cha ng es in skin growths or the appear-

a nce of new growths is the best way to find early skin

ca ncer. Adults sho uld practice skin se lf - exam regularly.

Suspicio us lesions sho uld be evaluated pro mp tly by a

p hy sicia n. A su dd en or progressive cha nge in a mo le’s

appeara nce sho uld be check ed by a phy sicia n. Me la n -

o mas often start as small, mo le - like growths that increase

in size and cha nge co lor. A si mple ABCD rule outlines the

warning signals of me la no ma :

A A s y m m e t r y — one half of the mole does not
match the other half

B B o rder irre g u l a r i t y — the edges are ragged,
notched or blurred

C C o l o r — the pigmentation is not uniform, with
variable degrees of tan, brown or black

D Diameter greater than 6 millimeters — any sudden
or progressive increase in size should be of concern
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Objective
• Reduce the age-adjusted incidence rate of invasive

melanoma per 100,000 standard population to: 

7.0 for the total population

8.0 for whites

0.3 for blacks

F i g u re 17: Skin Cancer Incidence and Mortality Rates 
by Age, New Jersey, 1 9 9 8 - 1 9 9 9

*Rates are per 100,000 persons.
**Excludes basal and squamous cell skin cancers.
Sources: New Jersey State Cancer Registry; New Jersey Center for Health Statistics

F i g u re 18: Skin Cancer Incidence Rates by Race and
G e n d e r, New Jersey, 1 9 9 9

*Rates are per 100,000 persons age-adjusted to the 2000 U.S. standard population.
**Excludes basal and squamous skin cell cancers.
Source: New Jersey State Cancer Registry

F i g u re 19: Skin Cancer Cases Diagnosed in 
Early Stages by Race, New Jersey, 1 9 9 9

Note: Includes in situ and local. Unstaged cancers were included in the denominator.
Source: New Jersey State Cancer Registry



Table 12: Pap Test, Women 18 and over, New Jersey
and U.S., 2000

Recent Pap Test*

Age 18 - 44 45+ 65+ 
New Jersey 8 4 . 5 % 7 8 . 8 % 6 2 . 7 %

U . S . 8 9 . 0 % 8 3 . 9 % 7 4 . 4 %

*A Pap test within the preceding three years for women with intact uteri.
Source: American Cancer Society, 2002

Cervical Cancer
Cervical cancer has been identified as an area of empha-

sis by the Task Force on Ca ncer Prevention, Early

Detection and Treatment in New Jersey because it is a

p reventable and cu rable disease. Cervical ca ncer was

once one of the most common causes of cancer death

for American wo men. Between 1955 and 1992, the

number of cervical cancer deaths in the U.S. declined by

74 percent. T he ma in reason for this cha nge is the

increased use of the Pap test, a screening procedure that

permits diagnosis of pre invasive and early invasive

ca ncer. T he death rate continues to decline by abo ut

two percent a year. An estimated 400 cases of invasive

cervical ca ncer are expected to be diagnosed in New

Jersey women in 2002 (Table 2).

In 1999, the ag e - ad justed mortality rate in New Jersey was

2.9 per 100,000 and for the U. S. was 3.2 per 100,000.

Si milar to rates observed across the nation, New Jersey

cervical ca ncer incid ence rates increase after age 30 but

rema in level for older New Jersey wo men. New case rates

of 1.9 per 100,000 wo men ag es 20 to 29 in 1995 to 1999

increase to 7.9 per 100,000 for wo men ag es 30 to 39.

Incid ence rates increase to 10.3 per 100,000 for wo men

ag es 50 to 59 and level at 10.5 per 100,000 for those over

age 60. From 1995 to 1999, New Jersey mortality rates

increased from less than 2.0 per 100,000 for wo men un d er

age 39 to 8.1 per 100,000 for wo men over age 60. T hese

tren ds continued for 1998 to 1999, as shown in Figu re 20.

By race, blacks have mu ch higher mortality than whites .

In New Jersey, the 1995 to 1999 average mortality rate was

2.7 per 100,000 whites. T he black mortality rate was 6.9

per 100,000 for same period.

Survival and Stage at Diagnosis
Su rvival for patients with pre invasive lesions is nearly 100

percent. Eighty - nine percent of cervical ca ncer patients

with invasive disease su rvive one year after diagnosis and

70 percent su rvive five years. When detected at an early

stage, invasive cervical ca ncer is one of the most su ccess-

fully treatable ca ncers with a five - year re lative su rvival

rate of 92 percent for localized can cers. White women

are more lik e ly than black wo men to have cervical

cancers diagnosed at an early stage, 56 percent versus

44 percent, respectively.

F i g u re 20: Cervical Cancer Incidence and Mortality Rates
by Age, New Jersey, 1 9 9 8 -1 9 9 9

*Rates are per 100,000 females.
S o u rces: New Jersey State Cancer Registry; New Jersey Center for Health Statistics



Risk Factors
Since the most co mmon form of cervical ca ncer starts

with preca ncero us cha ng es, there are two ways to stop the

disease from deve loping. T he first way is to prevent the

p reca ncers, and the second is to detect and treat  preca n-

cers be fore they beco me ca ncero us. As with other ca ncers ,

the risk of cervical ca ncer increases with age. Cervical

ca ncer risk is link ed to sexually tra nsmitted infections

from certa in types of hu man papillo ma virus. Wo men

who have sex at an early age, ma ny sexual partners or

whose partners have had ma ny sexual partners are at

higher risk of cervical ca ncer. Cigarette smoking is also a

risk factor for cervical ca ncer.

Screening
T he Pap test is a procedu re that can be performed by a

health care pro fessional as part of a pe lvic exam. T his test

sho uld be performed annually in wo men who are, or have

been, sexually active or who have reached age 18. After

three or more consecutive annual exa ms with normal

fin dings, the Pap test may be performed less frequently at

the discretion of the phy sicia n.

In 2000, 84.5 percent of New Jersey wo men between the

ag es of 18 and 44 in dicated that they had had a recent Pap

test.  T his was lower than the national median of 89

percent (Table 12).
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Objectives
• Reduce the death rate from cervical cancer per 100,000

population to: 

1.0 for all females (age-adjusted)

1.0 for white females (age-adjusted)

2.9 for black females (age-adjusted)

5.0 for females 65+

• Increase the percentage of women aged 18 and over with
intact cervix uteri who had a Pap test within the past two
years to: 

75.0 percent for females 65+

85.0 percent for all other groups

• Reduce the age-adjusted incidence rate of invasive cervical
cancer per 100,000 females to 5.4.

F i g u re 21: Cervical Cancer Mortality Rates by Race, 
New Jersey, 1 9 9 5 -1 9 9 9

*Rates are per 100,000 females age-adjusted to the 2000 U.S. standard population.
Sources: New Jersey Center for Health Statistics



Other Major Cancer Sites

Sites Cancer Risk Factors Early Detection Warning Signs

Urinary bladder Tobacco use; aniline dye used in Health related checkups may identify Blood in urine
textile and rubber industries; early signs and symptoms
personal history of bladder cancer

Corpus uterus Some forms of infertility; obesity; Pelvic exam; endometrial tissue Vaginal bleeding after 
use of unopposed post-menopausal sampling at menopause if high risk m e n o p a u s e
estrogens; diabetes

N o n - H o d g k i n ’s AIDS in some cases; transplantation Health related checkups may Lymph node 
l y m p h o m a and immunosuppression therapy; identify early signs and symptoms enlargement,fever 

viral causes have been suggested in 
some types; increased risk is associated 
with certain genetic diseases

L e u k e m i a Persons with certain genetic Health related checkups may identify Fatigue, pallor, repeated
abnormalities; ionizing radiation; early signs and symptoms infection, easy bruising, 
exposure to certain chemicals, n o s e b l e e d s
cytotoxic drugs; certain forms are 
related to retrovirus, HTLG-1

O v a r y Increases with age; possible dietary A thorough annual pelvic exam is the Often “silent;” 
factors; older women who have never most important way to detect abdominal symptoms, 
had children are at risk; history of ovarian cancer p a i n
breast, endometrial or colon cancer; 
family history

P a n c re a s Increases after age 50 with most Health related checkups may identify Vague abdominal 
cases between ages 65 and 79; more early signs and symptoms symptoms, pain
common in smokers; occurs more 
frequently in blacks; may be associated 
with pancreatitis, diabetes and diet

S t o m a c h Occurs in those 50-70 years old; Health related checkups may identify I n d i g e s t i o n
pernicious anemia; certain types of early signs and symptoms
gastritis; possible gastric ulcers; 
dietary factors

Source: American Cancer Society 2002



T he Unequal 
B u rden of Cancer

Despite recent progress in the fight aga inst ca ncer, ma ny

America ns continue to suffer an unequal bu rd en of

ca ncer. Un d erserved populations, as a result of be ing

uninsu red or un d erinsu red, have inad equate access to

high quality ca ncer prevention, screening, treatment and

re habilitation. T hese America ns include ma ny racial and

cultu ral gro ups who share characteristics su ch as low

leve ls of inco me and edu cation or who live in geograp hi-

cally iso lated areas. Other in dividuals experience barriers

because of the ir age, illiteracy or differing cultu ral be lie fs ,

p ractices and la nguag es .

P o v e r t y
App roxi mate ly 9.3 percent of New Jersey’s population

lives in poverty. Poverty is associated with low leve ls of

edu cation, substa n dard living con ditions, unemploy-

ment, poor nutrition and di minished access to quality

health care .

Age and Gender
As described earlier, the incid ence and mortality rates for

ca ncer increase with age. Mortality rates for males age 20

to 29 is 7.7 deaths per 100,000, and increases to 1,203 per

100,000 for men ag ed 60 and older. Lik ewise, death rates

for females increase from 5.5 per 100,000 for those age 20

to 29 to 882 per 100,000 for wo men over the age of 60

( Figu re 22).

In the U. S., ca ncer incid ence rates for people ag ed 60 and

o l d er are more than ten ti mes that of the population

un d er age 60. In New Jersey, the incid ence rate increases

dra matically from 286 per 100,000 for the population

un d er age 45 to over 2,200 per 100,000 for the population

age 60 and older. 

In New Jersey:

• Over 70 percent of all ca ncer deaths occur in people over

the age of 60.

• Nearly 71 percent of all breast ca ncer deaths occur in

wo men age 60 and older

• 84 percent of all lung ca ncer cases and deaths occur in

people age 60 and older

• 97 percent of all prostate ca ncer cases occur in men ag e

60 and older.

T he U. S. Census esti mates that by 2025, over 17 percent of

the population of New Jersey will be over the age of 65. In

2000, just over 13 percent of the population in New Jersey

was older than 65.

F i g u re 22: Mortality Rates by Age and Gender, 
All Cancers, New Jersey, 1998-1999

*Rates are per 100,000 persons.
Source: New Jersey Center for Health Statistics



Childhood Cancer
Childhood cancer is rare and advances now help most

young patients survive. Despite its rarity, cancer is the

chief cause of death by disease in children between ages

1 and 14. Nationwide, an estimated 9,100 new cases are

expected to occur this year along with 1,400 ca ncer-

related deaths.3

The types of cancers that occur in children differ greatly

from those seen in adults. Many pediatric cancers occur

very early in life; so me of these ca ncers are the result 

of a fa milial predisposition. Un like ca ncers in adults ,

chil dhood ca ncers are not significa ntly re lated to

lifestyle-related risk factors.

Overall, New Jersey mirrors the United States regarding

the distribution and tren ds of occu rrence and death s

from chil dhood ca ncer. Co mmon sites of ca ncer in chil-

dren are the blood and bone marrow, bone, lymph nod es ,

bra in, symp athetic nervo us sy stem, kidneys, and so ft

tissues. T he most co mmon types of ca ncer are leuk emia ,

acco unting for abo ut 30 percent of ca ncer cases in chil-

dren 14 and yo ung er, and bra in and intraspinal ca ncers ,

acco unting for 21 percent of cases .3

Early Detection
Ca ncers in chil dren often are difficult to recognize (Table

13). Parents sho uld see that the ir chil dren have regular

medical checkups and sho uld be alert to any unusual

symp to ms that persist. T hese include: an unusual mass or

swe lling; unexpla ined paleness and loss of energy; su dd en

tendency to bruise; a persistent, localized pain or limp-

ing ; p ro long ed, unexpla ined fever or illness; frequent

headaches, often with vo miting; su dd en eye or vision

changes; and excessive, rapid weight loss.

Survival 
Great strid es have been made in the treatment of chil d-

hood ca ncer, resulting in vastly imp roved su rvival and

redu ced mortality. Nationwide, mortality rates for all

chil dhood ca ncers co mbined have decreased steadily

from 1975 to 1996. T he average nu mber of chil dhood

ca ncer deaths (all sites co mbined, thro u gh ag es 19) over

the past five years for New Jersey was 40 for males, and 30

for females .1

T he overall five - year re lative su rvival for most chil dhood

ca ncers diagnosed be fore age 20 has risen to 77 percent

and the ten - year su rvival is app ro aching 70 percent .3 In

the mid-1970s, abo ut half of all chil dren with ca ncer

su rvived for five years or more .

Five - year su rvival rates vary consid erably, depen ding on

the site: all sites, 77 percent; bone ca ncer, 73 percent ;

neu ro blasto ma, 71 percent; bra in and central nervo us

sy stem, 69 percent; Wilms’ tu mor (kidney), 92 percent ;

Hodgkin’s disease, 92 percent; and acute lymp hocytic

leuk emia, 85 percent .3

Table 13: Cancers in Childre n

C a n c e r S y m p t o m s
L e u k e m i a F e v e r, pallor, bone or joint pains, fatigue, anorexia, cutaneous or

mucosal bleeding.

Brain & In early stages, may cause headaches, nausea, vomiting; blurred or
i n t r a s p i n a l double vision, dizziness and difficulty in walking or handling objects.

H o d g k i n ’s & Involves the lymph nodes, but also may invade bone marrow and other
N o n - H o d g k i n ’s organs. May cause swelling of lymph nodes in the neck, armpit or 
l y m p h o m a s groin. Other symptoms may include general weakness and fever.

N e u ro b l a s t o m a A cancer of the sympathetic nervous system which can appear
anywhere but usually occurs in the abdomen as a swelling.

Wilms’ tumor A kidney cancer that may be recognized by a swelling or lump in the
a b d o m e n .

O s t e o s a rc o m a A bone cancer which may cause no pain at first; swelling in the area of
the tumor is often the first sign.

E w i n g ’s sarc o m a Another type of cancer that arises in bone.

Source: American Cancer Society, 2002



Cancer in Diverse Populations 
As no ted in Table 14, the risk of deve loping ca ncer varies

consid erably by race in New Jersey. Black males have the

highest overall ca ncer rate, fo llowed by white males. Black

men have a higher overall ca ncer incid ence than white

men and blacks of bo th gen d ers have higher death rates

than whites (Table 14).

Blacks acco unt for 13.6 percent of the population of New

Jersey. Asia n - America ns are the fastest growing popula-

tion in New Jersey, acco unting for 5.6 percent.  Since the

Chinese are the larg est ethnic gro up in this category, the

American Ca ncer Society has exp a n d ed its progra ms in

Chinese co mmunities. 

Nationally, Hispanics are the fastest growing population

gro up. In New Jersey, Hisp a nics rep resent abo ut 13

percent of the total population. Overall, Hispanics expe-

rience lower incid ence and death rates for all ca ncers

co mbined. However, Hisp a nics suffer from higher 

incidence rates of cancers of the stomach, cervix, l iver,

gallbladd er and multiple mye lo ma co mp ared to the

overall population. Death rates from ca ncers of the

breast, cervix and prostate, all of which can be detected

in an early stage by screening, are decreasing more

slowly among Hispanics than among non-Hispanics. 

T he American Ca ncer Society has recently stu died varia-

tions in ca ncer by ethnic gro ups that highlight the diver-

sity of needs. T he reasons for race / ethnic differences in

ca ncer risk are not we ll un d erstood. It is lik e ly that they

result from a co mplex co mbination of dietary, lifestyle ,

environmental, occup ational and genetic factors. Higher

mortality rates among so me populations are due in part

to poverty, which may increase the risk of deve loping

certa in ca ncers, and li mit access and utilization of

p reventive measu res, screening and treatment op tions. 

Personal and cultu ral be lie fs and practices and societal

influences may be barriers to ca ncer screening. Low

ca ncer screening rates are fo und among adults who have

little or no access to health care, low inco me and lower

edu cational atta inment. T hose who live in ru ral areas ,1 9

have la nguage barriers, are ethnic minorities2 0 or who lack

a phy sician reco mmen dation or re ferral also have lower

rates of screening .2 1

Fa ilu re to particip ate in ca ncer screening exa minations

may also be influenced by other lifestyle and cultu ral

p ractices and willingness to obta in preventive health care .

Increasing population know ledge, imp roving phy sicia n

reco mmen dations and increasing access to affordable

ca ncer screening tests are importa nt factors to lower the

barriers to ca ncer screening. 

Access to care is an extreme ly co mplex issue. Imp roving

access generally re fers to efforts to increase and susta in

in dividual access to health care. Accessible health services

are those that occur in a hu ma ne, patient - frien dly and

cultu rally app rop riate ma nner. Tra nslation services

sho uld be provid ed when la nguage barriers exist, inclu d-

ing sign la nguage for the hearing imp a ired and Bra ille for

those with imp a ired vision.

Table 14: Age-Adjusted Incidence and Mortality Rates* and Counts, by Race and Gender, 1995-1999 

Incidence Mortality
White Black White Black

Male Rate Count Rate Count Rate Count Rate Count
P r o s t a t e 1 8 0 . 7 2 8 , 5 3 3 2 7 6 . 8 4 , 5 9 9 3 1 . 8 4 , 4 1 5 6 7 . 5 8 7 7

Lung & bronchus 9 2 . 0 1 4 , 3 7 2 1 1 9 . 4 2 , 0 3 7 7 5 . 1 1 1 , 6 1 7 1 0 0 . 3 1 , 6 6 1

Colon & rectum 7 9 . 7 1 2 , 1 8 3 7 6 . 6 1 , 2 8 8 2 9 . 7 4 , 4 2 8 3 4 . 3 5 3 5

Female Rate Count Rate Count Rate Count Rate Count
B r e a s t 1 4 4 . 7 2 7 , 9 7 9 1 1 6 . 0 3 , 0 0 7 3 1 . 9 6,588 3 7 . 8 9 4 5

Colon & rectum 5 5 . 3 1 2 , 0 6 4 5 8 . 1 1 , 3 7 9 2 0 . 3 4,590 2 6 . 3 6 0 6

Lung & bronchus 5 6 . 9 1 1 , 8 3 4 5 2 . 9 1 , 2 9 2 4 3 . 0 9,124 4 3 . 7 1 , 0 6 0

*Rates are per 100,000 persons age-adjusted to the 2000 U.S. standard population. 
Sources: New Jersey State Cancer Registry; New Jersey Center for Health Statistics
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American Cancer Society, 
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R e s e a rch in New Jersey
T he American Ca ncer Society’s extra mu ral gra nts

program supports the best research at more than 150 of

the top U. S. medical schoo ls and universities across a wid e

ra nge of health care disciplines critically importa nt to the

control of ca ncer. Gra nt applications so licited thro u gh a

nationwide co mpetition are subjected to a rigoro us exter-

nal peer review, ensu ring that on ly the best research is

fun d ed, wherever it may be. T he lion’s share of our

research bu dg et is dedicated to fun ding investigators at

the beginning of the ir research careers, a ti me when they

are less lik e ly to rece ive fun ding from the fed eral govern-

ment. Strong emp hasis is placed on research needs that

are unmet by other fun ding orga nizations, su ch as our

cu rrent targ eted research area of ca ncer in the poor and

un d erserved. T he su ccess of the Society’s research

p rogram is exemplified by the fact that 32 No bel Prize

winners rece ived gra nt support from the Society early in

the ir careers .

Since 1946, the American Ca ncer Society has invested

more than $2.5 billion in research. In 2002, the America n

Ca ncer Society award ed $130 million in peer- reviewed

research gra nts across the nation. Nearly $2.5 million is

cu rrently invested in gra nts in medical and research facil-

ities across New Jersey.

R e s e a rch Grants as of May 2002
New Jersey Total $ 4,592,000

Cooper Cancer Institute $ 80,000

Princeton University 1 , 5 9 1 , 0 0 0

Rutgers, State University of New Jersey 1 , 6 6 8 , 0 0 0

UMDNJ - New Jersey Medical School 3 8 5 , 0 0 0

UMDNJ - Robert Wood Johnson Medical School 8 6 8 , 0 0 0

Cancer Control Pro g r a m s
The following cancer control programs are off e r e d
throughout New Jersey. 

Prevention and Early Detection
• Cancer Information—1.800.ACS.2345 and www. c a n c e r. o r g

• Make Yours a Fresh Start Family

• Great American Smokeout

• Communities of Excellence

• Living We l l . . . Tobacco Free 

• Meeting We l l

• Mi Vida 

• Active for Life 

• Comprehensive School Health Education 

• Generation Fit

• Slip, Slop, Slap, Wrap! 

• Tell a Friend/Aconseje A Su Amiga

• Triple Touch 

• Colorectal Community Awareness Campaign

• Let’s Talk About It 

• Man to Man/Brother to Brother

• Working Well…Support for Employee Health

Patient and Family Services
• Cancer Information—1.800.ACS.2345 and www. c a n c e r. o r g

• Patient Navigation

• I Can Cope 

• Look Good...Feel Better

• “tlc”—products for women with cancer 

• Reach to Recovery 

• Road to Recovery 

• Tr a n s p o r t a t i o n

• Cancer Survivor Network 

• Nutrition Programs

• New Jersey Pain Initiative

• Camp Adventure

• Man to Man/Brother to Brother 

Cancer Information
1.800.ACS.2345 and www.cancer.org
Assistance is available 24 hours a day, seven days a week

at 1.800.ACS.2345, where cancer information specialists

p rovide information in English, Sp a nish and other

la nguag es. T he American Ca ncer Society website ,

www. ca ncer. org, is an invaluable information reso u rce

at your fingertips.

P u b l i c a t i o n s
T he American Ca ncer Society publishes a large nu mber of

p atient edu cation brochu res, inclu ding guid e lines for

p revention and early detection in six la nguag es. T he

Society publishes books for patients and fa milies as we ll

as clinical textbooks and pro fessional jo u rnals for clini-

cia ns. T he Society’s four clinical jo u rnals are : Ca nc er,



Ca nc er Cyt opathology, CA-A Ca nc er Jou r nal for Clinicia ns

and Ca nc er Practic e. For more information, call

1 . 8 0 0 . ACS.2345 or visit the Society’s on line bookstore at

www. ca ncer. org .

A d v o c a c y
T he American Ca ncer Society is an advocate in the fight

aga inst ca ncer, working with elected officials to imp rove

po licies and secu re fun ding for ca ncer research, aware-

ness, prevention, early detection and access to care to

s ave lives. 

T he American Ca ncer Society is a voice for the nation’s

nine million ca ncer su rvivors — fighting for laws that

i mp rove quality of life for those fighting the disease. 

Successes in New Jersey 2001-2002
• Secu red pass age of legislation requiring insu ra nce

co mp a nies in New Jersey to pay for co lorectal ca ncer

screening tests .

• Work ed hard to secu re pass age of the New Jersey Breast

and Cervical Ca ncer Treatment Act, which will allow

low - inco me and uninsu red wo men access to treatment

for breast and cervical ca ncer.

• Made New Jersey the first state in which clinical trials

are covered by insu ra nce .

• Secu red pass age of four la n d mark pain - control laws

that will imp rove quality of life for patients in medical

facilities thro u gho ut the state .

• Worked to ensure that $30 million from the landmark

to bacco settlement be invested in to bacco contro l

programs for cessation, combating teen smoking and

counter advertising.

• Secu red $3 billion for the National Institutes of Health

and $500 million for the National Ca ncer Institute —

allowing pro mising researchers to start work .

• Secu red increases in fun ding for the Centers for Disease

Control and Prevention, inclu ding a 36 percent increase

for the National Co lorectal Ca ncer Awareness Initiative ,

an 11 percent increase for the National Ca ncer

Registries Program, a 4.2 percent increase for National

Breast and Cervical Ca ncer Early Detection Progra m

and a 27.2 percent increase for the Prostate Ca ncer

Awareness Ca mp a ign.

• Secu red $85 million for the Dep artment of De fense

Prostate Ca ncer Research Program, and $150 million for

the Breast Ca ncer Research Progra m .

• Obta ined additional fun ding for New Jersey’s state

p rostate ca ncer research progra m .

American Cancer Society, Eastern
Division, Inc.
Division Office

2600 Route 1
North Brunswick, New Jersey 08902

New Jersey Regional Offices

626 North Shore Road 
Absecon, NJ 08201 

1851 Old Cuthbert Rd
Cherry Hill, NJ 08034

507 Westminster Avenue 
P.O. Box 815 
Elizabeth, NJ 07207 

84 Park Avenue 
Flemington, NJ 08822 

846 Main Street 
Fords, NJ 08863 

20 Mercer Street 
Hackensack, NJ 07601 

3076 Princeton Pike 
Lawrenceville, NJ 08648

669 Littleton Road 
P a r s i p p a n y, NJ 07054 

600 First Avenue 
Raritan, NJ 08869 

150 Meadowlands Parkway 
P.O. Box 2486 
Secaucus, NJ 07096-2486 

801 Broad Street 
S h r e w s b u r y, NJ 07702 

1035 Hooper Av e n u e
Toms River, NJ 08753 

1400 West Landis Avenue 
P.O. Box 239 
Vineland, NJ 08360 

468 Parish Drive, Suite 6 
Wayne, NJ 07470 

767 Northfield Avenue 
West Orange, NJ 07052
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New Jersey Commission on Cancer
R e s e a rch (NJCCR)
New Jersey has been a pioneer in the use of state fun ding

for ca ncer research. T he mission of the New Jersey

Co mmission on Ca ncer Research is to ensu re that citizens

rece ive the fullest bene fit of our nation’s fight aga inst

ca ncer thro u gh the pro mo tion and fun ding of research

into the causes, prevention and treatment of ca ncer.

T he NJCCR was established in 1983 (Ca ncer Research Act

of 1983, P.L. 83, Ch.6) to pro mo te and fund significa nt

ca ncer research projects proposed and carried out by New

Jersey scientists. T he Ca ncer Research Act dedicates

a nnually a sum of no less than $1 million to the NJCC R.

T he Co mmission’s eleven members, who are appointed by

the Governor with the consent of the Senate, are distin-

guished lead ers from the scientific, medical and business

co mmunities. T he pri mary activity of the Co mmission is

the fun ding of scientifically peer reviewed ca ncer research

gra nts and tra ining fe llowships at eligible nonp ro fit insti-

tutions thro u gho ut the state. 

Since 1983, the Co mmission has been making a difference

in the lives of New Jersey resid ents by he lping to edu cate

them abo ut the early signs of ca ncer, offering progra ms

and services to those experiencing ca ncer, advocating for

healthy public po licy and of co u rse, fun ding innovative

ca ncer research leading to better treatment and preven-

tion strategies. 

Early on in its deve lopment, the Co mmission recognized

that the on ly su re strategy for su ccess was to invest in the

most talented people. With this in mind, the Co mmission

has consistently supported emerging research talent

seeking to break into the co mpetitive world of ca ncer

research and senior investigators embarking on new

research directions. T he Co mmission uses an NIH sy stem

of scientific peer review in making its awards and this

assu res a rigoro us and fa ir app ro ach to all of its en d eavors. 

New Jersey State Cancer Registry
Su rve illa nce, or the tracking of cases of ca ncer, is

abso lute ly fun da mental to epid emio logical research that

attemp ts to link app arent tren ds in ca ncer to possible risk

factors or causes. T he New Jersey State Ca ncer Registry,

located in the New Jersey Dep artment of Health and

Senior Services, is consid ered one of the most co mplete

and up - to - date registries in the nation. T he information

in the Registry is used by ca ncer researchers inside and

o utside State government, and is also re leased to the

public in periodic reports of topical interest. Edu cation of

the public on ways to prevent ca ncer and/or detect

certa in types of ca ncer at early, treatable stag es is fun da-

mental to su ccess ful control of these diseases. T here are

ma ny private orga nizations engag ed in su ch edu cation,

ra nging from the bro adly - based American Ca ncer Society

to gro ups orga nized aro und specific types of ca ncer. T he

State has targ eted its edu cation and outreach efforts to

high - risk and/or un d erserved gro ups. T he edu cational

mess ag es and strategies differ by type of ca ncer. 

New Jersey Cancer Education and 
Early Detection
New Jersey Ca ncer Edu cation and Early Detection

( NJCEED) provid es co mp re hensive screening services for

breast, cervical, prostate and co lorectal ca ncer. Services

include: edu cation, outreach and early detection, case

ma nag ement, screening, tracking and fo llow - up. NJCEED

services are ava ilable in all 21 co unties thro u gh 25 lead

p artner ag encies. T he program seeks to increase the

awareness of each person’s risk for breast, cervical ,

p rostate and/or co lorectal ca ncer and to enco u rage them

to use screening services for early detection and more

e ffective treatment to decrease mor bidity and mortality. 

New Jersey Office of Cancer Control 
and Pre v e n t i o n
New Jersey began its formal process of deve loping a

Co mp re hensive Ca ncer Control Plan (CCCP) with the

appointment of the Task Force on Ca ncer Prevention,

Early Detection and Treatment in New Jersey, and the

establishment of pla nning support from the New Jersey

Dep artment of Health and Senior Services' Office of

Ca ncer Control and Prevention. Fin dings and reco mmen-

dations for the Co mp re hensive Ca ncer Control Pla n

fo llow the Centers for Disease Control and Prevention

guid e lines, and have been presented to the Governor as

ma n dated by Executive Ord er 114. T he Office of Ca ncer

Control and Prevention is dedicated to deve loping and

ma inta ining the infrastru ctu re necess ary to ensu re coor-

dinated ca ncer control efforts in New Jersey, and has



supported the Task Force in creating New Jersey’s

Co mp re hensive Ca ncer Control Pla n. T he office has

begun coordinating and evaluating the implementation

of the plan in ord er to continually imp rove co mp re hensive

ca ncer control in New Jersey.

C o m p rehensive Tobacco Contro l
P rogram (CTCP)
T he mission of the Co mp re hensive To bacco Contro l

Program is to decrease deaths, sickness and dis ability

a mong New Jersey resid ents who use to bacco or are

exposed to environmental to bacco smok e .

To achieve su ccess, the Dep artment of Health and Senior

Services has outlined five clear go als :

• Decrease the accep tability of to bacco use among all

populations  

• Decrease the initiation of to bacco use by yo uth un d er 18

years of age and yo uth 18 to 24 years of ag e

• Increase the nu mber of yo uth and adult to bacco users

who initiate treatment

• Decrease exposu re to environmental to bacco smok e

• Redu ce disp arities re lated to to bacco use and its effects

a mong different population gro ups

To meet the go als of the Co mp re hensive To bacco Contro l

Program, DHSS has deve loped six p rogram areas: 

Community Partnerships—Deve lops progra ms at the

grassroo ts level that decrease the accep tability and

initiation of to bacco use by yo uth and yo ung adults, 

and increase the number of tobacco users who initiate

treatment.

The Youth Pro g r a m —Coordinates the efforts of anti -

to bacco yo uth gro ups thro u gho ut New Jersey to prevent

to bacco use by yo uth and yo ung adults .

Tre a t m e n t —Fun ds three different ways to he lp smok ers

quit smoking and end the ir nico tine addiction.

E n f o rc e m e n t —Pro mo tes New Jersey’s To bacco Age of

Sale laws to redu ce exposu re to environmental to bacco

smoke (ETS) and stop the sale of to bacco produ cts to

minors .

M e a s u rement and Evaluation—Oversees deve lopment

of base line data and research to measu re the effectiveness

of New Jersey’s CTCP.

Marketing and Communication—Oversees creative

d eve lopment and execution of advertising and public

awareness ca mp a igns pro mo ting DHSS’s to bacco contro l

p rogra ms .

T he fo llowing reso u rces are ava ilable to New Jersey resi-

d ents. Additional deta il and reso u rces can be fo und at

http : / / www. state . nj . us / health .

Cancer Epidemiology Services 6 0 9 . 5 8 8 . 3 5 0 0

SENIOR Hot Line 8 0 0 . 7 9 2 . 8 8 2 0

Pharmaceutical Assistance to the 
Aged and Disabled (PAAD) 8 0 0 . 7 9 2 . 9 7 4 5

New Jersey Cancer Education and 
Early Detection (CEED) (Screening Services) 6 0 9 . 2 9 2 . 8 5 4 0

New Jersey State Cancer Registry 6 0 9 . 5 8 8 . 3 5 0 0

New Jersey Care and New Jersey Family Care 8 0 0 . 7 0 1 . 0 7 1 0

C h i l d r e n ’s Catastrophic Illness 
Relief Fund Commission 6 0 9 . 2 9 2 . 0 6 0 0

New Jersey Department of Military and 
Veterans Affairs 9 7 3 . 3 9 5 . 1 0 0 0

New Jersey Office of Cancer Control
and Prevention 6 0 9 . 5 8 8 . 7 6 8 1

Comprehensive Tobacco 
Control Program (CTCP) 6 0 9 . 9 8 4 . 3 3 1 5
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National Cancer Institute Cancer Centers 
T he National Ca ncer Institute (NCI) Ca ncer Centers

Program co mp rises more than 50 NCI - d esignated ca ncer

centers engag ed in multidisciplinary research to redu ce

ca ncer incid ence, mor bidity and mortality. To atta in

recognition from NCI as a Co mp re hensive Ca ncer Center,

an institution must pass rigoro us peer review, and must

perform research in three major areas: basic research ,

clinical research and ca ncer prevention, control and

population - based research. It must also have a strong

body of interactive research that bridg es these research

areas. In addition, a Co mp re hensive Ca ncer Center must

con du ct activities in outreach, edu cation and information

p rovision, which are directed toward and accessible to

bo th health care pro fessionals and the lay co mmunity. 

Patients seeking clinical onco logy services (screening ,

diagnosis or treatment) can obta in those services at

Clinical Ca ncer Centers or Co mp re hensive Ca ncer

Centers. T hey can also particip ate in clinical trials

(research stu dies invo lving people) at these types of

ca ncer centers. T he Ca ncer Institute of New Jersey is the

state’s first NCI - d esignated ca ncer center. 

The Cancer Institute of New Jersey 
(Comprehensive Cancer Center)

195 Little Albany Street

New Brunswick, NJ 08901

7 3 2 . 2 3 5 . 2 4 6 5

We b s i t e s
American Cancer Society

h t t p : / / w w w. c a n c e r. o r g /

Behavioral Risk Factor Surveillance System (BRFSS) 

h t t p : / / w w w. c d c . g o v / b r f s s / s t a t e i n f o . h t m

Environment Factors Associated with Cancer

h t t p : / / w w w. a t s d r. c d c . g o v

h t t p : / / w w w. e p a . g o v

h t t p : / / w w w. n i e h s . n i h . g o v

h t t p : / / w w w. o s h a . g o v

h t t p : / / w w w. w h o . i n t

National Cancer Institute

h t t p : / / w w w. c a n c e r. g o v

National Health and Nutrition Examination Survey
(NHANES)

h t t p : / / w w w. c d c . g o v / n c h s / n h a n e s . h t m

New Jersey Department of Health and Senior Services

h t t p : / / w w w. s t a t e . n j . u s / h e a l t h /

New Jersey Department of Health and Senior Services—
Cancer page

h t t p : / / w w w. s t a t e . n j . u s / h e a l t h / c a n c e r. h t m

New Jersey State Cancer Registry

h t t p : / / w w w. s t a t e . n j . u s / h e a l t h / c a n c e r / n j s c r. h t m

New Jersey Department of Health and Senior Services
Office of Minority and Multicultural Health

h t t p : / / w w w. s t a t e . n j . u s / h e a l t h / c o m m i s s / o m h /

Surveillance, Epidemiology and End Results (SEER)
Program 

h t t p : / / s e e r. c a n c e r. g o v /

Youth Risk Behavioral Surveillance System (YRBSS)

h t t p : / / w w w. c d c . g o v / n c c d p h p / d a s h / y r b s /



Data Sourc e s

American Cancer Society. T he American Ca ncer

Society con du cts epid emio logy and su rve illa nce research

to evaluate tren ds in ca ncer incid ence and mortality,

ca ncer risk factors, and ca ncer patient care, and stu dies

the causes and prevention of ca ncer in large prospective

stu dies. In addition to Ca nc er Facts & Figu res , the

American Ca ncer Society provid es descrip tive ca ncer

statistics in several other publications inclu ding Ca nc er

Statistics, Breast Ca nc er Facts & Figu res , and Ca nc er Facts

& Figu res for African America ns . Tren ds and patterns in

ca ncer risk factors su ch as to bacco use, nutrition, and

p hy sical activity are presented in Ca nc er Prevention &

Early Detection Facts & Figu res. Ca nc er Facts & Figu res

serves as a reso u rce for American Ca ncer Society

D ivisions to assess progress toward the Society’s go als .

T his segment of the American Ca ncer Society co llabo-

rates with the National Ca ncer Institute, the Centers for

D isease Control and Prevention, inclu ding the National

Center for Health Statistics, and the North America n

A ssociation of Central Ca ncer Registries to produ ce the

a nnual Report to the Nation on progress re lated to ca ncer

p revention and control in the United States .

Behavioral Risk Factor Surveillance System (BRFSS).
The BRFSS is a survey developed and managed by the

Centers for Disease Control and Prevention (CDC) ,

National Center for Chronic Disease Prevention and

Health Promotion (NCCDPHP) and the U.S. states and

territories. T he su rvey is designed to provide state

prevalence estimates on behavioral risk factors such as

cigarette smoking, physical activity and cancer screen-

ing. Data are gathered thro u gh monthly, co mputer-

assisted telephone interviews of adults aged 18 years or

older living in households in a state or U.S. territory. The

BRFSS is an annual su rvey, and of all 50 states, the

District of Columbia and Puerto Rico have participated

since 1996. The methods are generally comparable from

state to state and from year to year, which allows states

to monitor the effects of interventions over ti me .

Prevalence estimates from BRFSS are subject to several

limitations. The prevalence estimates are only applica-

ble to adults living in households with a residential tele-

phone line. Although 95 percent of U.S. households have

telephones, the coverage ranges from 87 to 98 percent in

the states and varies by state.

Census 2000. T he Census Bu reau co llects information

on population and ho using characteristics at the state

level, as we ll as population and ho using unit co unts for

cities, co unties, and American In dian and Alaska Native

areas. Co mmunity lead ers use the census for everything

from pla nning schoo ls and buil ding ro ads to providing

recreational opportunities and ma naging health care

services. T he U. S. Constitution ma n dates con du cting a

census every 10 years. Deta iled information is ava ilable

that su mmarizes characteristics from every person and

ho use hold in the United States by age, race, and fa mily

co mposition. Sa mples from ho use ho l ds also provid e

use ful information su ch as inco me, edu cation and occu-

p ation, as we ll as bro ad er issues su ch as demograp hic

tren ds and econo mic opportunities. 

Centers for Disease Control And Pre v e n t i o n
(CDC). T he CDC is recognized as the lead fed eral ag ency

for pro tecting the health and safety of people — at ho me

and abro ad, providing credible information to enha nce

health decisions, and pro mo ting health thro u gh strong

p artnerships. CDC serves as the national focus for deve l-

oping and applying disease prevention and control, envi-

ronmental health, and health pro mo tion and edu cation

activities designed to imp rove the health of the people of

the United States. By working with public health and

grassroo ts partners, and by leveraging the voices of the

internet, and co mmunication media, the CDC ensu res the

best health and safety information is accessible to the

co mmunities and people who need it every day. CDC ,

located in Atla nta, Georgia, U. S., is an ag ency of the

Dep artment of Health and Hu man Services. Data so u rces

used for this report include CDC Chronic Disease No tes

and Reports .

National Health Interview Survey (NHIS). T he

NH IS is a su rvey deve loped and ma nag ed by the Centers

of Disease Control and Prevention (CDC), National Center

for Health Statistics (NCHS). T he su rvey is designed to

p rovide national prevalence esti mates on personal ,

socioecono mic, demograp hic and health characteristics ,

su ch as cigarette smoking and phy sical activity of U. S.

adults. Data are gathered thro u gh a co mputer- assisted

personal interview of adults ag ed 18 years or older living

in ho use ho l ds in the United States. T he NH IS is an annual

su rvey and has been con du cted by NCHS since 1957. 



National Health and Nutrition Examination
Survey (NHANES). T he NHANES is a su rvey deve l-

oped and managed by the Centers for Disease Control

and Prevention (CDC), National Center for Health

Statistics (NCHS). T he su rvey is designed to provid e

national prevalence estimates on the health and nutri-

tional status of U.S. adults and children, such as preva-

lence on major disease, nutritional disord ers, and

po tential risk factors. Data are gathered thro u gh in -

person interviews and direct physical exams in mobile

exa mination centers. Questions regarding diet and

health are ask ed in the interview; the phy sical exa m

consists of medical and dental exa ms, phy sio logical

measu rements and laboratory tests. T hree cycles of

NHANES were con du cted between 1971 to 1994; the

most recent and third cycle (NHANES III) was

con du cted from 1988 to 1994. Beginning in 1999,

NHANES was implemented as a continuo us, annual

su rvey. For more information, visit the NHANES

website at http://www.cdc.gov/nchs/nhanes.htm.

New Jersey Center for Health Statistics (NJCHS).
T he NJCHS co llects, researches, analyzes and dissemi-

nates New Jersey health data and information and serves

as a reso u rce to the Dep artment in deve lopment of health

data po licy. Because of the ti me required to co llect ,

p rocess, and perform quality control on birth and death

certificate data, so me of which co me to us from other

states, the data presented as “final” are often delayed by

two or three years .

The New Jersey State Cancer Registry (NJSCR) is

p art of the National Ca ncer Institute’s Su rve illa nce ,

Epid emio logy, and End Results (SEER) Progra m — the

nation’s most authoritative so u rce of ca ncer data. New

Jersey is one of on ly 11 states and metropo litan areas that

p articip ate in SEER. It particip ates as one of SEER’s new

exp a nsion registries, and particip ates in the CDC’s

National Program of Ca ncer Registries. As a SEER partic-

ip a nt, NJSCR is able to particip ate in special stu dies abo ut

the care the state’s ca ncer patients rece ive, in hopes of

fu rther imp roving su rvival rates. T he NJSCR has also been

award ed the North American Association of Central

Ca ncer Registries’ “Gold Sta n dard for Quality,

Completeness and Ti me liness” for five consecutive years. 

Since 1979, the NJSCR has co llected co mplete data on

every case of ca ncer diagnosed in a New Jersey resid ent .

T his inclu d es basic patient demograp hic data, specific

type of ca ncer, stage of disease at diagnosis and su rvival

information. Registry data form the basis of an ongoing

series of reports on ca ncer in New Jersey. In recent years ,

the dep artment has published reports on breast ca ncer in

New Jersey, prostate ca ncer, ca ncer among Hisp a nics and

chil dhood ca ncer, co lorectal ca ncer and ca ncer in older

adults as we ll as regular updates on statewide ca ncer

incid ence. State Ca ncer Epid emio logy Program staff and

o ther researchers have also used NJSCR data in con du ct-

ing stu dies, over 100 of which have been published in

scientific jo u rnals. 

Surveillance, Epidemiology, and End Results. T he

Su rve illa nce, Epid emio logy, and End Results (SEER )

Program of the National Ca ncer Institute is the most

authoritative so u rce of information on ca ncer incid ence

and su rvival in the United States. Case ascerta inment for

SEER began on Ja nuary 1, 1973. T he SEER Progra m

cu rrently co llects and publishes ca ncer incid ence and

su rvival data from 11 population - based ca ncer registries

and three supplemental registries covering app roxi mate ly

14 percent of the U. S. population. Exp a nsion registries

increase the coverage to app roxi mate ly 26 percent .

Information on more than 3 million in situ and invasive

ca ncer cases is inclu d ed in the SEER database, and

app roxi mate ly 170,000 new cases are accessioned each

year within the SEER catchment areas. T he SEER

Registries ro utine ly co llect data on patient demograp hics ,

p ri mary tu mor site, morp ho logy, stage at diagnosis, first

co u rse of treatment, and fo llow - up for vital status. T he

SEER Program is the on ly co mp re hensive so u rce of popu-

lation - based information in the United States that

inclu d es stage of ca ncer at the ti me of diagnosis and

su rvival rates within each stage. T he mortality data

reported by SEER are provid ed by the National Center for

Health Statistics .

Youth Risk Behavior Surveillance System (YRBSS).
T he YRBSS is a su rvey deve loped and ma nag ed by the

Centers for Disease Control and Prevention (CDC) ,

National Center for Chronic Disease Prevention and

Health Pro mo tion (NCCDPHP). T he su rvey is designed to

p rovide national, state and local prevalence esti mates on

health risk be haviors, su ch as to bacco use, unhealthy

dietary be haviors, phy sical inactivity and others, among

yo uth and yo ung adults who attend public and private

high schoo ls. Different statistical methods are used to



choose the rep resentative sample for the national, state

and local prevalence esti mates. Data are gathered

thro u gh a se lf - ad ministered questionna ire, which is

co mpleted du ring a required subject or class period. T he

YRBSS is a biennial su rvey, which began in 1991. T he state

and local su rveys are of variable data quality and caution

sho uld be used in co mp aring data between them. 
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